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Plate  l. — Chronic  Glossitis  with  Advanced  Sclerosis — 
the  “White  Paint  Patch”  (page  21(3) 

I lie  patient  was  a man  in  gooil  health  who  had  formerly  suffered 
from  syphilis  and  who  had  smoked  heavily.  The  conditions 
shown  had  been  slowly  advancing  for  many  years.  A dense, 
lirmiy-adherent  white  coating  with  well-defined  edges  covered 
the  anterior  two-thirds  of  the  upper  surface.  At  the  sides  and 
on  exposed  portions  there  were  abrasions  and  large,  firm 
papillary  growths.  These  probably  represented  the  fungiform 
papilla; ; the  filiform  had  long  been  lost. 
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PREFACE  TO  THE  NEW  EDITION 


The  present  edition  of  this  work  has  been  largely 
re-written  and  in  parts  condensed,  but  no  impor- 
tant modifications  of  the  opinions  expressed  have  been 
found  needful.  The  book  is  still,  in  the  main, 
clinical,  and  is  based  upon  observation  of  syphilis 
as  it  occurs  in  the  human  subject  and  in  European 
races.  Careful  attention  has  been  given  to  the  recent 
results  of  experimental  work,  and  especially  to  what 
has  followed  from  the  demonstration  by  Schaudinn 
and  Hoffmann  of  the  parasite  which  is  now  generally 
accepted  as  the  immediate  cause  of  syphilis.  A consider- 
able, and  otherwise  regrettable,  delay  in  the  publication 
of  this  edition  has  resulted  from  the  desire  to  secure 
for  it  the  full  advantage  of  this  addition  to  our  know- 
ledge. The  discovery  had,  however,  been  so  confidently 
foreseen,  and  had  become  by  inference  so  definitely 
interwoven  with  the  texture  of  our  creed,  that  now’  that 
it  has  been  actually  made  it  brings  us  but  little  help. 
The  phenomena  of  syphilis  had  been  claimed  as  being 
certainly*  the  result  of  a parasitic  contagion,  and  the 
disease  had  been  placed  in  the  category  of  specific 
fevers  which  observe  stages.  We  had,  therefore,  but 
little  to  learn  from  the  ocular  demonstration  of  the 
parasite  and  the  giving  to  it  of  a name.  To  those 
minds  incapable  of  accepting  as  practically  proven 
anything  not  actually  demonstrated,  the  discovery  is 
invaluable ; and,  at  the  same  time,  it  furnishes  an 
important  weapon  of  defence  to  those  who  for  them- 
selves had  long  ago  accepted  its  conclusions. 

When  the  frequently  repeated  attempts  to  con- 
vey syphilis  to  the  lower  animals  were,  in  the  able 
hands  of  Metchnikoff,  crowned  with  success,  much 
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was  hoped  for  as  the  result  of  experiments  on  apes, 
of  a kind  forbidden  on  men.  With  most  praise- 
worthy zeal  and  industry,  numerous  inquirers — amongst 
whom  I may  perhaps  mention  Professor  Neisser  as 
one  of  the  foremost — engaged  in  this  department  of 
work.  The  results  have,  however,  been  in  the  main 
a confirmation  of  principles  upon  which  we  were 
already  acting.  It  had  already  been  argued  that  in 
mercury  we  had  a true  antidote  for  syphilis,  and  that 
it  killed  the  virus  and  anticipated  its  effects.  The 
small-dose  plan  of  administration  had  been  introduced, 
and  its  long  and  uninterrupted  continuance  had 
been  insisted  upon.  The  anticipatory  method,  under 
the  name  of  “ suppression  treatment,”  had  been 
urged,  and  clinical  proof  had  been  offered  that  the 
secondary  stage  might,  as  regards  all  its  most  con- 
spicuous phenomena,  be  wholly  prevented.  The  sug- 
gestion was  added  that  such  prevention  was  probably 
of  the  utmost  importance  in  reference  to  tertiary 
phenomena.  Acting  under  this  conviction,  it  had  been 
urged  that  the  old  rule,  to  wait  for  skin  eruption 
before  beginning  mercury,  was  a mistake  very  pre- 
judicial to  the  interests  of  the  patient.  It  was  well 
recognised  that  the  period  during  which  the  virus  of 
syphilis  remains  localised  in  the  part  infected  is  very 
brief ; and  that  the  occurrence  of  induration  is  by 
no  means  a symptom  which  usually  precedes  blood- 
infection.  These  facts  have,  indeed,  recently  culminated 
in  the  suggestion  that  mercury  should  be  given  inter- 
nally in  all  venereal  sores  concerning  which  reasonable 
suspicion  is  unavoidable. 

The  results  of  clinical  observation  and  those  of 
experimental  and  microscopical  research  should  always 
be  considered  together.  It  is  not  for  good  that  either 
should  be  allowed  to  rank  as  a court  of  appeal  from 
the  decisions  of  the  other.  There  are  special  liabilities 
to  error  which  are  incident  to  each,  and  when  their 
conclusions  differ  the  case  should  be  tried  over  again. 
The  present  is  an  age  of  experiment,  and  there  is, 
perhaps,  some  danger  that  conclusions  based  upon  the 
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study  of  minutiae  quite  inaccessible  to  most  may, 
when  announced  with  confidence,  be  accepted  by  the 
many  as  beyond  dispute.  Experimental  research  as 
regards  syphilis,  as  initiated  by  John  Hunter  himself, 
did  not  lead  to  prosperous  conclusions,  and  it  is  quite 
possible  that,  unless  more  caution  is  exercised  than  for 
the  present  is  promised,  some  of  the  conclusions  so  con- 
fidently vouchsafed  to  us  may  share  the  fate  of  that 
which  recorded  that  gonorrhoea  and  syphilis  were  really 
the  same  disease.  We  have  recently  been  assured  that 
inheritance  of  syphilis  from  a male  parent  has  been 
proved  to  be  an  impossibility,  and  by  another  authority 
that  tropical  framboesia  is  specifically  distinct  from 
European  syphilis.  Both  these  conclusions  must  be 
regarded  as  in  direct  antagonism  with  clinical  facts. 
We  listen  with  much  respect  to  the  arguments  which 
those  who  propound  these  views  urge  in  their  support, 
but  decline  to  accord  them  that  infallibility  which  they 
seem  desirous  to  claim.  As  yet,  but  little  is  known  as 
to  the  natural  history  of  the  Spirochceta  pallida , and 
much  is  possible  where  little  is  certain. 

In  view  of  the  uncertainties  just  expressed,  it  has 
been  deemed  best  to  allow  the  present  work  to  retain 
the  almost  exclusively  clinical  character  which  the 
first  edition  possessed.  I have,  however,  carefully 
incorporated  such  conclusions,  resulting  from  recent 
researches,  as  seemed  trustworthy,  and  some  of  the 
most  recent  of  these  will  be  found  in  the  Appendix. 

It  may,  perhaps,  be  helpful  if  I here  briefly  allude 
to  some  of  the  general  facts  in  reference  to  the  nature 
of  syphilis  which  are  in  the  following  pages  assumed 
to  be  established. 

The  parasite  itself,  although  essentially  the  same 
all  over  the  world,  is  no  doubt  susceptible  of  some 
modification  by  climate  and  food,  and  differs  in  minor 
characters  in  different  countries  and  races.  It  may 
probably  assume,  and  retain  for  a time,  such  pecu- 
liarities without  losing  essential  specificity,  as  we 
know  to  be  possible  in  the  species  canis,  and  as  all 
mycologists  are  familiar  with  in  their  departments  of 
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botanical  work.  To  such  local  and  temporary  evolu- 
tions the  term  “ variant  ” is  perhaps  more  applicable 
than  is  “variety”  or  “sub-species.”  Probably  the 
majority  of  widely  separated  countries  and  widely  dis- 
similar races  have  their  own  variants  of  syphilis,  as 
would  be  seen  if  the  facts  were  carefully  observed. 

We  may  recognise  several  distinct  steps  in  the 
development  of  modern  practice  in  the  internal  treat- 
ment of  syphilis  by  mercury. 

The  first  was  the  recommendation  of  small  doses 
and  the  avoidance  of  salivation. 

The  second  was  the  recommendation  of  long-con- 
tinued courses  of  small  doses.  As  time  has  gone  on, 
and  the  drug  has  become  less  and  less  feared,  the 
length  of  the  course  has  been  increased. 

The  third  step  was  accomplished  when,  about  1887,* 
it  was  advocated  that  the  remedy  should  be  resorted 
to  as  early  as  possible,  and  that  when  the  chancre  was 
characteristic  there  should  be  no  waiting  for  the 
secondary  eruption. 

I have,  I believe,  been  accused  of  entertaining  views 
respecting  the  treatment  and  prognosis  of  syphilis  which 
are  too  optimistic,  and  it  is  desirable,  perhaps,  that  a 
few  words  should  be  said  as  to  the  opportunities  for 
observation  from  which  my  conclusions  have  resulted. 
It  is  necessary  to  confess,  in  the  first  place,  that  I have 
for  many  years  worked  but  little  in  the  post-mortem 
room,  and  still  less  in  the  laboratory.  What  is  stated 
in  the  pages  of  the  present  work  in  reference  to  these 
important  topics  is,  for  the  most  part,  borrowed  from 
others.  I have,  however,  during  a long  series  of  years 
been  a diligent  observer  of  all  that  concerns  syphilis 
in  the  living  subject,  and  my  opportunities  in  this 
department  have  been  extensive.  My  interest  in  the 
disease  was  first  excited  when,  as  an  apprentice-dresser, 
I had  to  visit  daily  a young  gentleman,  the  surface 

* Even  much  prior  to  this  date  early  treatment  had  been  advised, 
and  it  had  been  urged  that  it  was  easy  to  keep  the  secondary  stage  free 
from  symptoms.  I do  not  find,  however,  that  in  the  first  edition  of  this 
work  f definitely  a.dvised  anticipation  of  the  secondary  stage  or  used  the 
expression  “ suppression  treatment.” 
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of  whose  skull  was  extensively  laid  bare  by  suppurated 
nodes.  The  case  interested  me  extremely,  as  1 was 
told  that  the  boy’s  father  had  died  of  syphilis.  During 
several  years’  studentship  at  the  York  County  Hospital 
I saw  exceedingly  little  of  syphilis,  and  when,  in 
1849,  I came  up  to  London  and  took  my  diploma  I 
am  sure  that  I could  not  have  diagnosed  an  indurated 
chancre.*  In  the  early  ’fifties,  having  become  Surgeon 
to  the  Metropolitan  Free  Hospital,  I obtained  a wide 
range  of  observation  amongst  the  poorest  classes  and 
in  all  races.  Not  long  after  this  date  I became 
attached  to  the  staff  of  the  Royal  London  Ophthalmic 
Hospital,  and  also  to  that  of  the  Blackfriars  Hospital 
for  Diseases  of  the  Skin,  with  both  of  which  I main- 
tained official  connection  for  a long  series  of  years. 
It  was  at  the  former  that  the  observations  were 
made  which  resulted  in  my  papers  on  the  teeth  and 
physiognomy  of  congenital  syphilis,  and  the  nature 
of  interstitial  keratitis  and  other  affections  of  the  eye 
not  previously  suspected  to  be  syphilitic  in  causation. 
In  1859  I became  Surgeon  to  the  London  Hospital, 
without  resigning  my  appointments  at  the  special  in- 
stitutions just  mentioned,  and  thus  secured  what  wras 
the  object  of  my  desire — a very  wide  range  of  both 
general  and  special  study  of  disease.  I had  not  at 
that  time,  nor,  indeed,  subsequently,  any  desire  to 
cultivate  practice  in  venereal  diseases — rather,  indeed, 
to  avoid  it — but  my  papers  having  attracted  attention, 
more  especially  my  recommendation  of  the  small-dose 
but  long-continued  courses  of  mercury,  private  patients 
were  sent  to  me,  and  I soon  had  plentiful  opportunities 
for  observing  syphilis  among  those  whose  education 
and  intelligence  enabled  them  to  afford  information 
far  more  trustworthy  than  that  obtainable  in  hospital 
practice. 

Now  commenced  the  collection  of  experience  in 

* I mention  this  in  order  to  ask  attention  to  the  importance  of 
affording  special  instruction  in  syphilis.  I feel  sure  that  a large  number 
of  those  who  now  take  their  diplomas  do  so,  as  I did,  without  having 
obtained  any  practical  knowledge  of  this  very  important  disease. 
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reference  to  the  social  aspects  of  syphilis,  and  more 
especially  as  to  the  marriage  question  and  the  remote 
effects  of  inheritance.  Year  by  year  my  records  accu- 
mulated, and,  as  I was  always  a diligent  note-taker, 
it  became  possible  to  complete,  through  more  than 
one  generation,  many  cases  which  would  otherwise  have 
remained  fragmentary  and  comparatively  useless.  No 
week  passed  but  some  patient  whom  I had  treated  many 
years  previously,  and  quite  lost  sight  of,  would  turn 
up  again  and  give  me  the  history  of  his  subsequent 
life  and  facts  as  to  his  children.  My  own  years  having 
been  unusually  prolonged,  in  association  with  fair 
powers  of  memory  and  mental  vigour,  I have  been 
able  to  secure  a kind  of  experience  which  falls  to  the 
lot  of  but  few.  I have  seen  many  of  those  whom  in 
their  early  adult  vigour  I had  treated  for  syphilis, 
now  in  honoured  grey  hairs  and  apt  to  boast  of  their 
grandchildren. 

If  I am  asked  to  display  the  reverse  of  the  shield, 
I may  truthfully  say  that  I have  exceedingly  little 
to  disclose.  In  a certain  small  number  of  cases  I 
have  seen  the  symptoms  of  tabes  threatened,  but  hardly 
ever  have  they  been  aggressive,  whilst  of  the  more 
serious  affections  of  the  nervous  system  in  connection 
with  syphilis  I have,  amongst  those  who  had  been 
my  own  patients,  known  nothing. 

It  would  be  absurd  to  speak  of  syphilis  as  in  the 
main  a bugbear,  but  the  impressions  derived  from  my 
own  experience  as  to  its  curability  and  remote  results 
incline  me  to  suspect  that  the  gross  exaggerations 
prevalent  respecting  it  cause  more  misery  than  is 
produced  by  the  disease  itself. 

Amongst  the  features  in  the  present  edition  to  which 
especial  attention  is  invited  are  the  following  sug- 
gestions : 

That,  although  it  is  admitted  that  a spirillum 
invasion  is  the  first  stage  of  syphilis,  it  would  be  a 
serious  error  if  this  parasite  were  regarded  as  repre- 
senting the  sum  total  of  syphilis. 

That  from  the  first  the  spirillum  goes  into  a sort 
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of  partnership  with  the  pre-existing  tendencies  of  its 
victim. 

That  the  complex  and  often  very  peculiar  group  of 
symptoms  which  results  from  a spirillum  invasion  is 
often  more  importantly  due  to  the  patient’s  proclivities 
than  to  the  parasite  itself.  This  fact  should  be  always 
kept  in  mind,  and,  whenever  convenient,  recognised 
in  a compound  name. 

That  the  spirillum  may  itself  receive  modification, 
which,  whilst  not  destroying  its  specific  identity,  may 
modify  its  results,  and  that  it  is  convenient  to  recog- 
nise such  modifications  under  the  name  of  variants 
or  sub-species. 

That  the  affections  which  have  been  known  under 
the  names  of  sibbeus,  morula,  pian,  button  scurvy, 
yaws,  parangi,  etc.,  are  variants  of  syphilis,  and  not 
sjDeeifically  distinct  from  it. 

That  it  is  important  to  recognise  a large  group 
of  recurring  affections,  hitherto  regarded  as  directly 
syphilitic,  as  being  in  the  main  of  herpetic  ( i.e . 
neurotic)  origin,  and  curable  by  l’emedies  different  from 
those  appropriate  for  syphilis. 

That  syphilis  gives  proclivity  to  herpes,  especially 
in  conjunction  with  malaria,  or  in  those  who  have 
previously  suffered. 

That  in  all  forms  of  herpetic  or  bullous  syphilis, 
arsenic,  and  not  mercury,  or  arsenic  with  mercury,  is 
the  proper  treatment. 

That  the  terms  “hard”  and  “soft”  in  application 
to  chancres  lead  to  innumerable  errors  in  practice, 
and  that  they  should,  for  the  most  part,  be  disused. 

That  the  importance  of  beginning  the  parasiticide 
use  of  mercury  as  early  as  possible  is  so  great  that 
it  is  wise  to  resort  to  mercury  for  all  suspected  sores 
which  do  not  at  once  yield  to  iodoform. 

That  in  the  more  serious  forms  of  nerve  disease  in 
late  syphilis  it  is  wise  to  continue  mercury  for  very 
long  periods — “lifelong  courses.” 

Three  topics  urgently  await  investigation  as  to  the 
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relationship  of  the  spirillum  to  the  observed  facts  : 
(l)  The  “ chancre  red  ax,”  in  which,  after  long  intervals, 
characteristic  hardening  returns  in  the  site  of  a former 
chancre.  (2)  Interstitial  keratitis,  in  which  a very 
peculiar  and  well-characterised  form  of  cyclo-keratitis 
may,  in  connection  with  inherited  taint,  but  thirty 
or  forty  years  after  the  patient’s  birth,  occur  sym- 
metrically, and  prove  spontaneously  curable,  without 
liability  to  recurrence.  (3)  The  “ gumma-tumour ,” 
which  may*  wholly  solitary,  grow  rapidly  to  a large 
size,  and  may  yet  disappear  very  quickly  under  iodide 
of  potassium,  without  any  tendency  to  return. 

Amongst  many  to  whom  I am  indebted  for  sug- 
gestions, either  personal  or  through  their  published 
works,  I must  most  especially  mention  my  friend  and 
colleague  Mr.  Waren  Tay.  To  Mr.  Tay’s  sagacity  and 
extensive  knowledge  I owe  not  less  than  to  his  un- 
wearied zeal  in  assisting  me  in  the  preparation  of  the 
present  edition  as  well  as  of  the  former  one. 

J H. 


November,  1909. 
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The  literature  of  Syphilis  is  encumbered  with  ill- 
founded  opinions  and  untrustworthy  facts.  Although 
in  some  respects  the  study  of  this  specific  disease  may 
be  considered  more  easy,  and  as  offering  more  definite 
data  to  work  upon,  than  most  other  maladies,  yet  it 
has  also  many  special  sources  of  fallacy.  Our  patients 
often  have  reasons  for  not  telling  us  the  exact  truth, 
and,  still  more  often,  they  are  not  themselves  cognisant 
of  it.  The  disease  is  a slow  one,  and  the  case-histories 
which  we  have  to  investigate  frequently  extend  over 
many  years.  Very  often  we  are  precluded,  by  circum- 
stances, from  asking  the  questions  which  we  should 
like  to  put.  None  of  the  symptoms  of  the  disease  are 
pathognomonic,  and,  with  the  best  desire  in  the  world 
to  be  candid,  both  patients  and  their  advisers  may 
give  us  misleading  evidence.  Such  being  the  sources 
of  error,  it  becomes  wise  to  distrust  all  isolated  facts, 
however  definite  they  may  appear  to  be,  and  to  give 
our  confidence  almost  solely  to  propositions  which  are 
in  accordance  with  general  experience.  The  subject  is 
one  concerning  which  there  is  as  yet,  on  many  im- 
portant points,  much  uncertainty  in  our  knowledge. 

In  the  following  pages  I have  aimed  less  at 
systematic  completeness  than  at  clinical  exposition. 
To  the  latter  subject  I have  devoted  my  best  efforts, 
and  my  hope  is  that  those  who  may  honour  this 
work  by  their  attentive  • perusal  will  obtain  from  its 
pages  clear  impressions  of  the  present  state  of  our 
knowledge  on  most  of  the  topics  which  it  concerns. 
Nor  will  they,  I hope,  miss  suggestions  as  to  the  kind 
of  research  which  is  yet  needed  in  many  directions. 
It  has  been  my  endeavour  to  make  the  numerous  case 
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narratives  tell  their  own  story,  and  to  allow  their 
various  weak  points,  as  items  of  evidence,  to  be 
apparent.  I trust  it  will  be  found  that  no  attempt 
has  been  made  to  exaggerate  the  precision  of  our 
knowledge,  and  that,  as  far  as  possible,  all  dogmatic 
assertions  have  been  avoided.  The  attempt  has  been 
to  point  the  way  to  general  principles,  which,  once 
accepted,  may  obviate  the  necessity  for  much  of  the 
detail  which  we  find  in  systematic  treatises.  That  the 
diagnosis  of  syphilis  is  often  beset  with  difficulty,  and 
that  its  recognition,  in  the  various  forms  of  disease 
which  it  produces,  is  to  be  attained  rather  by  careful 
appreciation  of  all  the  facts  of  the  case  than  by 
placing  confidence  in  any  one  symptom,  has  been 
repeatedly  enforced. 

The  creed  which  will  be  found  to  interfuse  not  only 
this  work,  but  almost  all  that  I have  ever  written  on 
syphilis,  is  that  the  disease  depends  upon  a living 
and  specific  microbe,  and  that  it  is  contagious  or 
transmittible  only  so  long  as  that  microbe  retains  its 
vitality.  It  is,  I believe,  of  the  utmost  importance  to 
keep  this  doctrine  clearly  in  mind,  for  it  simplifies  our 
reasoning,  and  clears  our  view  at  every  step.  Con- 
sidering the  successes  which  the  study  of  Bacteriology 
has  attained  of  late  years,  it  is  certainly  surprising 
that  no  one  has  as  yet  been  able  to  demonstrate  the 
special  microbe  of  syphilis.  That  this  discovery  is  in 
reserve  for  some  future  investigator,  I have  the  utmost 
confidence  in  believing. 

I have  to  offer  some  apology  to  the  innumerable 
writers  on  the  subject  of  syphilis  for  the  compara- 
tively small  number  of  references  to  their  works  which 
will  be  found  in  this  book.  Its  limited  size  has  en- 
tirely precluded  anything  like  controversial  discussion, 
and  at  the  same  time  almost  all  attempts  at  the  history 
of  the  development  of  opinion.  It  is,  however,  a matter 
of  mere  justice  that  I should  here  acknowledge  my 
indebtedness  to  the  admirable  and  systematic  works 
of  Messrs.  Hill  and  Cooper,  Professor  Baumler,  and 
Drs.  Bumstead  and  Taylor.  My  great  obligations  to 
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Professor  Alfred  Fournier  I have  endeavoured  to  imply 
in  my  dedication.  No  one  is  better  aware  than  myself 
that  the  advance  in  our  knowledge  as  regards  syphilis 
during  recent  years  has  been  the  result  of  the  labour 
of  many  observers,  and  to  no  one  would  the  office 
of  grateful  recognition  of  all  have  been  more  pleasing 
had  the  conditions  of  my  work  permitted  it. 
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CHAPTER  I 

THE  HISTORY  OF  SYPHILIS 

All  who  have,  with  any  degree  of  care,  studied  the 
history  of  syphilis  will  probably  incline  to  accept 
the  opinion  of  the  learned  Astruc  that  “ the  disease 
was  unknown  to  the  ancients,  whether  Jews,  Greeks, 
Latins,  or  Arabians,  nor  did  it  make  its  appearance  in 
Europe  till  towards  the  close  of  the  fifteenth  century.” 
Plsvce  of  origin.— The  place  which  Astruc,  in  common 
with  others  of  his  day,  assigns  as  the  parental  home 
of  European  syphilis  is  Hispaniola  (now  St.  Domingo). 
“ The  Spaniards  who  arrived  there  in  the  years  1492 
and  1493  under  Christopher  Columbus  first  contracted 
the  disease  by  lying  with  the  women  of  the  country, 
and  thence  conveyed  it  to  Naples,  which  they  went  to 
relieve  an.  1494.”  Several  authors,  and  Hirsch  amongst 
others,  have  endeavoured  to  refute  this  belief  by  alleg- 
ing that  syphilis  did  not  exist  on  these  islands  nor  on 
the  American  continent  until  introduced  by  Europeans. 
Their  mistake  lies  in  the  attempt  to  separate  what 
has  been  named  “yaws”  from  syphilis;  for  all  admit 
that  “yaws”  was  indigenous  there.  Hirsch  tells  us 
that  Oviedo,*  who  was  the  first  to  write  on  yaws,  had 
observed  it  in  St.  Domingo,  and  spoke  of  it  under 
the  name  of  bubas,  which  the  Spaniards  had  given 
it.  As  we  now  know  that  the  protozoan  parasite  of 

* Hirsch  has  the  following  curious  note  : “ It  is  a not  unlikely  guess 
that  Oviedo’s  opinion  of  the  American  origin  of  syphilis  partly  arose  out 
of  confounding  the  latter  disease  with  ‘the  Bubas.’”  All  the  while 
Oviedo  was  quite  right,  for  the  two  were  the  same.  No  better  instance 
could  be  cited  of  the  injury  to  progress  in  clinical  knowledge  which 
results  from  hasty  and  ill-considered  efforts  at  differentiation. 
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syphilis  is  present  also  in  yaws,  the  confusion  dis- 
appears. This  parasite  was  doubtless  brought  into 
Spain  by  Columbus’s  sailors,  and  the  disease  which  it 
produced  became  known  (much  later)  under  the  name 
of  “ syphilis.” 

Sproad  of  tlic  disease  in  Europe. — The  date  of 
Columbus’s  return  from  his  first  visit  to  the  West  Indies 
was  March,  1493.  We  have  no  certain  information  as 
to  the  existence  of  syphilis  in  Europe  before  this,  but 
its  spreading  occurred  so  promptly  after  his  return 
as  to  suggest  doubt  whether  it  might  not  have  been 
introduced  a few  years  earlier.  If  it  were,  Ave  must 
fall  back  on  the  not  improbable  supposition  that  the 
Portuguese  who  Avere  trading  Avith  the  West  Coast  of 
Africa  had  brought  it  from  thence.  The  prevalent  belief 
at  the  time  was  that  it  came  from  America,  and  the 
state  of  sexual  morality  and  the  social  habits  of  the 
time,  favouring  in  various  ways  accidental  communi- 
cation, may  explain  the  very  rapid  international 
diffusion  which  followed.  The  siege  of  Naples  by 
Charles  VIII.  of  France  was  in  1494,  and  Ferdinand 
of  Spain  sent  a Spanish  army  to  assist  in  his  expul- 
sion. Charles  returned  from  Italy  in  1495,  but  did 
not  reach  Paris  till  the  following  year.*  He  brought 
Avith  him  the  “ Neapolitan  disease,”  and  its  spread  in 
Paris  Avas  such  that  it  soon  obtained  the  name,  which 
it  long  retained,  of  “ the  French  disease.”  From  these 
events  we  date  Avhat  has  been  called  “ the  great  epidemic 
of  syphilis.”  Hirsch  gives  the  dates  of  its  appearance 
in  Spain  as  1493,  in  Italy  1494,  in  Germany  and  Switzer- 
land 1496,  and  in  the  same  year  in  the  Netherlands, 
Denmark,  and  England.  The  earliest  information  of 
its  occurrence  in  Bohemia  and  Russia  dates  from  1499. 
It  is  possible  that  it  attracted  attention  in  Scotland 
before  it  had  done  so  in  England,  and  if  this  were 
the  case  it  might  be  explained  by  the  freer  intercourse 
of  Scotland  Avith  France.  In  all  these  places  it  excited 
surprise,  followed  by  consternation,  and  everyAvhere  if 


* Dean  Kitchin,  in  his  History  of  France,  Avrites : “ The  poor  rem- 
nants of  his  army,  bringing  with  them  the  seeds  of  loathsome  contagious 
diseases,  found  their  way  hack  to  France  in  1496.” 
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was  regarded  as  wholly  new ; and,  as  I have  already 
said,  an  examination  of  the  facts  makes  it  almost  im- 
possible not  to  believe  that  it  was  so.* 

An  argument  which  may,  I think,  be  conclusively 
urged  against  the  belief  that  syphilis  existed  in  Europe 
before  the  end  of  the  fifteenth  century  is,  that  if  it 
had  been  present  at  all  it  must  have  prevailed  exten- 
sively. It  is  not  in  the  nature  of  things  that  there 
should  have  been  only  a few  cases,  one  here  and  one 
there.  It  is  not  possible  to  conceive  of  syphilis  spread- 
ing as  an  international  epidemic  in  the  present  day. 
It  is  now  generally  diffused,  and  those  sections  of  the 
population  likely  to  be  exposed  to  risk  furnish  regu- 
larly from  year  to  year  their  quota  of  cases.  A very 
large  majority  are  almost  wholly  prevented  by  social 
habits  and  moral  laws  from  encountering  any  risk 
whatever.  Nothing  short  of  a complete  revolution 
in  these  matters  could  possibly  permit  syphilis  to 
overrun  Europe  as  an  epidemic  in  the  present  day. 
Yet  in  the  close  of  the  fifteenth  century  it  did  so 
prevail,  and  to  the  astonishment  of  the  communities 
whom  it  affected.  Nothing  whatever  had  occurred, 
apart  from  the  movements  of  armies  (which  were  no 
new  thing),  to  explain  such  epidemic  prevalence.  The 
evidence  is,  that  everywhere  it  was  regarded  as  a new 
disease,  and  that  it  was  not  understood.  Not  only 
the  public,  but  the  doctors  were  perplexed.  It  was 
soon  found  to  be  contagious,  but  it  was  not  until  after 
some  lapse  of  time  that  it  came  to  be  regarded  as  in 
the  main  a sexual  matter,  and  as  involving  more  or 
less  of  discredit. 

The  inference  from  these  facts  that  it  was  really  a 
new  disease  seems  overwhelming. 

Some  writers,  Hirsch  amongst  them,  who  have  laid 
most  stress  on  the  “ epidemic  ” character  of  the  post- 
Columbian  outbreak,  have  insisted  that  it  not  only 
began  suddenly,  but  subsided  quickly,  as  if  it  were 
comparable  to  influenza  or  plague.  A moment’s  con- 
sideration of  the  probabilities  will,  however,  convince 

* More  detailed  statements  on  these  matters  may  be  found  in  vol.  x. 
of  my  Archives  of  Surgery,  p.  166  et  scq. 
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us  that  nothing  of  this  kind  is  possible  in  connection 
with  such  a disease  as  syphilis.  Its  wide  prevalence 
could  only  conduce  to  a still  wider  spread,  subject, 
however,  to  the  controlling  influence  of  two  factors. 
These  factors  are,  that  the  disease  protects  from  second 
attacks  those  who  have  suffered  from  it;  and  next,  that 
observations  of  its  contagiousness  would  lead  to  pre- 
cautions.* These  considerations  well  explain  all  that  is 
recorded  as  to  the  subsidence  of  the  syphilis  epidemic. 
It  had  borne  suddenly,  and  to  those  who,  wholly  ignorant 
of  its  nature,  took  no  precautions.  Whilst  suitable 
material  existed  it  had  prevailed  extensively,  but, 
the  material  being  in  part  exhausted  and  precautions 
being  taken,  it  subsided.  It  had,  however,  unfor- 
tunately, although  no  longer  epidemic,  come  to  stay. 

As  regards  the  possible  introduction  of  the  disease 
from  Africa,  I find  that  both  Sydenham,  in  the  seven- 
teenth century,  and  Daniel  Turner,  writing  in  1724, 
entirely  anticipate  my  own  recent  statement  that 
“ yaws  ” was  probably  the  parent  form  of  European 
syphilis,  and  that  Sydenham  believed  it  was  imported 
from  Africa. 

The  west  coast  of  tropical  Africa,  known  as 
“ Guinea,”  had  been  visited  freely  by  Europeans  (Por- 
tuguese and  French)  during  the  fifteenth  century,  and  as 
“ yaws  ” was  probably  endemic  there  as  well  as  in  the 
West  Indies  it  is  obvious  that,  in  asking  the  question 
as  to  its  being  a new  disease  in  Europe  towards  the 
end  of  that  century,  we  are  not  restricted  to  the  sup- 
position that  it  was  imported  by  Columbus.  It  may 
have  come  both  from  Africa  and  America,  and  its 
introduction  from  the  former  may  have  been  some 
years  earlier  than  from  the  latter.  This  is  not  at 
all  improbable. 

Joseph  Grundbeck,  a German  physician,  published 
in  1496f  a treatise  (probably  the  earliest)  on  the 
Venereal  Disease.  He  described  it  as  an  infliction  from 
the  gods  upon  the  French,  and  said  that  it  was  “ a 

* It  is  related  that  Mary  Queen  of  Scots  refused  to  allow  her  infant 
son  at  his  baptism  to  he  kissed  by  a “ pocken  priest.” 

f See  Astruc,  p.  32. 
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most  horrid  and  terrible  prodigy,  unheard  of,  hated, 
and  altogether  unknown  to  mortals.”  From  this  it 
might  appear  that  the  disease  was  known  in  France 
at  the  time  of  the  return  of  Charles’s  army. 

At  no  period  during  the  Middle  Ages,  nor  indeed 
since,  has  sexual  morality  been  such  as  in  itself  to 
prevent  the  spread  of  syphilis,  and  there  is  probably 
no  reason  whatever  for  attaching  any  special  stigma 
to  the  close  of  the  fifteenth  century.  Nor  in  fact,  as 
has  been  already  suggested,  was  the  epidemic  spread 
of  syphilis  in  any  very  special  manner  connected  with 
sexual  libertinism.  It  spread,  in  the  main,  by  accidental 
modes  of  contagion,  and  only  after  a certain  interval 
did  it  settle  down  into  a sexual  disease.  Those  who 
think  that  there  was  anything  special  in  the  moral 
laxity  of  the  times  will  find  it  very  difficult  to  explain 
the  subsidence  of  the  epidemic  during  the  next  half- 
century.  That  it  did  decline  we  have  unanimous  testi- 
mony. On  the  supposition  that  it  was  a novelty  we 
can  easily  explain  this,  for  a large  number  of  persons 
would  have  become  immune  and  all  would  have  become 
careful.  That  there  was  any  general  improvement  in 
morals  we  have  not  the  slightest  proof.  Flad  the  decline 
occurred  in  the  middle  of  the  next  century — the  age 
of  Puritanism — there  might,  so  far  as  England  was 
concerned,  have  been  some  plausibility  in  the  sug- 
gestion ; yet  even  then  we  must  remember  that  Crom- 
well’s army  advancing  into  Scotland  was  responsible 
for  local  outbreaks  of  syphilis.* 

The  facts  above  stated  make  it,  I think,  improbable, 
in  a very  high  degree,  that  syphilis  could  have  existed 
in  Europe  before  the  great  outbreak  in  the  end  of 
the  fifteenth  century.  There  remains,  however,  to  be 
advanced  another  kind  of  evidence,  the  supposed  allu- 
sions to  it  by  medical  writers  prior  to  that  date.  It 
is  supposed  that  Celsus  described  it,  and  that  some 
of  the  Greek  and  Roman  poets  referred  to  it.  It  is 
admitted,  however,  on  all  hands  that  such  references 
are  fragmentary  and  vague.  None  of  them  approach 
in  force  the  words  which  Shakespeare  has  put  into  the 

* ee'  Archives,  vol.  vii.  p.  23,  “ Frambctsia  Cromwelliana.” 
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mouth  of  Timon.  Now,  if  syphilis  existed  at  all  in 
the  times  of  Greece  and  Rome,  it  must  have  become 
very  prevalent,  for  there  was  nothing  in  the  moral 
law  to  prevent  it  from  doing  so.  It  is  incredible  that, 
if  the  English  people  were  now  to  be  placed  under 
social  laws  as  to  sexual  continence  as  lax  as  were 
those  of  the  nations  referred  to,  syphilis  would  not  be- 
come an  almost  universal  malady.  If  it  had  existed  in 
those  days  it  could  not  possibly  have  been  overlooked  ; 
it  could  not  possibly  have  failed  to  attract  the  atten- 
tion, not  only  of  physicians,  but  of  moral  censors  and 
of  law-makers.  There  could  have  been  no  mistake 
about  it;  nor  could  it  have  escaped  attention  that  the 
disease  spread  by  other  modes  of  contagion.  Yet  of 
all  this  we  find  nothing.  Medical  writers  described 
diseases  of  the  genitals,  but  they  did  not  write  about 
any  venereal  maladies  in  the  least  resembling  syphilis. 

Let  us  imagine  syphilis  wholly  absent  from  England. 
Surgeons  would  still  take  note  of  balanitis,  of  herpes, 
of  urethral  discharges,  and  of  cancer  of  the  genitals. 
Dealing  with  these  topics  they  would  write  just  such 
chapters  as  Celsus  and  others  wrote.  Some  have  fancied 
that  Celsus  knew  the  characteristics  of  the  indurated 
core,  but  the  expressions  which  he  uses  seem  to  me 
far  more  applicable  to  epithelioma.  I repeat,  it  is 
impossible  that  syphilis,  if  present  at  all,  could  have 
occurred  only  as  a rare  disease.  If  the  physicians 
of  the  day  knew  anything  of  it  they  must  have  known 
all,  and  it  is  quite  clear  that  they  did  not.  The 
same  argument  applies  to  the  literature  of  the  day. 
If  syphilis  were  extant  in  Italy  and  England  at  the 
time  they  wrote,  it  is  inconceivable  that  such  writers 
as  Petrarch,  Boccaccio,  and  Chaucer  should  make  no 
reference  to  it. 

Why  syphilis  ceased  to  be  epidemic.— The  ex- 
planation of  the  supposed  decadence  of  the  great 
fifteenth-century  epidemic  of  syphilis  may  be  given 
in  several  ways.  In  part,  probably  the  fact  has  been 
much  overrated.  The  disease  was  probably  never  so 
nearly  universal  as  some  suppose.  Next,  the  early  dis- 
covery of  the  antidotal  efficacy  of  mercury,  and  the 
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habitual  use  of  the  drug  in  the  earliest  stages,  may 
have  much  mitigated  the  virulence  of  the  symptoms. 
This  efficacy  is  mentioned  by  the  author  of  “ Don 
Quixote  ” within  a century  of  the  advent  of  the  disease, 
as  if  it  were  a matter  of  common  knowledge  and  had 
long  been  such.  The  discovery  of  its  contagiousness 
would  also  soon  lead,  as  already  remarked,  to  precau- 
tions against  accidental  communication ; and  it  is 
certain  that  it  soon  began  to  be  regarded  as  a venereal 
malady  and  as  involving  disgrace.  Further,  there  is  not 
much  doubt  that,  in  those  countries  where  it  was  thought 
little  of,  a large  portion  of  the  population  soon  became 
immune,  and  under  the  known  law  of  progressive  re- 
duction of  virulence  the  disease  itself  became  milder. 

Tlic  present  distribution  of  syphilis* — It  is 
highly  probable  that  the  parasite  of  syphilis  has  been 
present  from  periods  antecedent  to  history  in  several, 
perhaps  many,  distant  parts  of  the  globe.  Not  only 
the  West  India  Islands  and  the  West  Coast  of  Africa, 
but  China,  Peru,  and  Fiji  may  with  much  plausibility 
claim  this  record.  Under  the  influence  of  European 
commerce  it  has  unfortunately  obtained  a greatly  in- 
creased prevalence  during  the  last  two  centuries,  and 
it  is  now  met  with  in  all  parts  of  the  world  to  which 
that  commerce  has  extended.  In  some  places  the 
European  virus  has  appeared  simply  to  reinforce  an 
old-standing  malady,  but  in  many  it  has  probably 
developed  as  a new  disease.  Its  prevalence  has  been 
much  influenced  by  the  habits  and  state  of  civilisation 
existing  in  the  locality.  Its  rapid  spreading  has  in 
some  cases  been  much  helped  by  the  almost  absolute 
absence  of  sexual  morality.  This,  however,  has  by  no 
means  been  the  sole  influence.  Social  carelessness  as 
to  the  use  of  utensils  and  articles  of  clothing,  the 
habitual  exposure  of  the  skin  which  occurs  in  warm 
climates,  and  the  abundance  of  insects,  have  combined 
with  ignorance  as  to  contamination  to  favour  the  infec- 
tion of  multitudes  who  had  not  been  sexually  exposed 
to  risk.  This,  we  may  remember,  was  the  case  in  Europe 
on  its  introduction  in  the  end  of  the  fifteenth  century. 
Neglect  and  ignorance  as  to  treatment  have  conduced 
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to  give  to  the  malady  an  aspect  of  severity  which  it 
does  not  at  present  exhibit  in  England. 

Schaudinn’s  discovery  helps  us  to  clearer  per- 
ception of  the  possibilities  as  regards  different  degrees 
of  virulence  of  syphilis  in  different  races.  The  pro- 
tozoan organism,  whilst  retaining  its  specificity,  may 
easily  be  supposed  to  be  susceptible  of  some  modifica- 
tions of  activity  by  passing  through  successive  genera- 
tions of  hosts.  Thus,  whilst  syphilis  is  always  the 
same  disease,  and  its  poison  always  capable  of  mani- 
festing its  pristine  vigour,  it  may  not  improbably 
undergo  degradation  under  favourable  conditions. 
These  conditions  may  concern  climate,  race,  habits  of 
diet,  etc.  It  is  by  reference  to  these  possibilities  that 
we  may  probably  explain  the  differences  in  external 
features  which  have  led  some  good  observers  to  be 
reluctant  to  admit  that  syphilis  and  “ tropical  fram- 
boesia  ” (yaws)  are  really  the  same  malady. 


CHAPTER  IT 


ON  PRIMARY  SYPHILIS 

In  any  case  of  suspected  infection  of  syphilis,  inquiry 
should  first  be  made  as  to  whether  the  patient  has 
ever  had  the  disease  before,  since  this  may  influence  the 
diagnosis  and  also  much  modify  the  course  of  things. 
The  exact  dates  of  exposure  to  risk  and  of  the  first 
appearance  of  the  sore  should  be  carefully  noted.  In 
order  to  do  this  clearly  I am  in  the  habit  of  using  the 
“ space-for-time  ” method  of  record.  A sheet  of  paper 
ruled  in  lines  is  taken,  and  each  several  line  is  dated 
so  as  to  represent  a week,  a month,  or  a year,  as  may 
seem  most  desirable.  Thus  no  portion  of  time  can 
escape  notice,  and  the  resulting  schedule  will  exhibit 
the  relative  position  of  events  at  a glance.  The  sheet 
of  which  I make  most  constant  use  is  one  spaced  for 
years.  If,  however,  the  case  is  under  observation  in 
its  early  stages,  then  one  for  weeks  or  months  should 
he  taken.  These  ruled  schedules  are  kept  constantly 
at  hand,  and  their  use  will  be  found  repeatedly  illus- 
trated in  subsequent  pages  of  this  work. 

The  next  step  will  be  to  describe  the  appearance 
of  the  local  lesion.  Is  there  only  a single  sore,  or 
are  there  several  ? Is  it  abruptly  defined,  or  otherwise  ? 
superficial,  or  deep?  attended  by  swelling,  or  not? 
If  there  be  swelling,  does  it  assume  any  special  degree 
of  induration?  The  character  of  the  secretion  should 
be  noted,  and  the  microscope  may  be  used.  Those  well 
experienced  and  suitably  provided  may  search  for  the 
parasite,  but  must  proceed  with  great  caution.  Note 
will,  of  course,  have  to  be  recorded  as  to  the  part  of  the 
body  on  which  the  suspected  lesion  is  placed,  and  as  to 
the  nature  of  the  risk  which  has  been  encountered. 

Not  essentially  a venereal  disease. — In  order 
that  we  should  understand  syphilis,  it  is  necessary 
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to  recognise  that  it  is  by  no  means  essentially  a 
venereal  disease.  Its  various  phenomena  result  from 
the  introduction  into  the  patient’s  system  of  a specific 
poison;  and  this  poison,  in  all  probability,  consists 
of  particulate  and  living  elements.*  It  can  be  con- 
veyed from  one  person  to  another  only  by  direct 
contact  of  surfaces.  The  thinner  and  more  delicate 
the  tissues  exposed  to  its  contagion,  the  more  easy  is 
the  implantation  of  the  virus.  The  existence  of  cracks, 
abrasions,  or  ulcers,  although  probably  by  no  means 
essential,  much  favours  the  success  of  the  contagion. 
It  does  not  matter  in  the  least  upon  what  part  of  the 
body  the  contagion  is  effected;  for  syphilis  is  always 
one  and  the  same  disease,  and  is  modified  in  its  course 
only  by  the  inherent  peculiarities  of  the  person  ac- 
quiring it,  and  the  antidotal  drugs  which  are  used. 
It  is  obvious  that  the  venereal  act  affords  peculiar 
facilities  for  the  transference  of  a virus  of  this  kind, 
needing  direct  implantation  upon  delicate  tissues. 
Hence  the  fact  that  syphilis,  as  seen  in  England,  is  in 
the  great  majority  of  cases  communicated  in  this  way, 
and  hence  its  popular  synonym.  We  meet,  however, 
in  practice,  with  numerous  cases  in  which  the  contagion 
takes  place  upon  parts  distant  from  the  genitals  : on  the 
finger,  as  so  often  seen  in  the  case  of  medical  men  and 
midwives;  on  the  lips,  from  kissing  or  from  the  use  of 
contaminated  pipes  or  drinking-vessels;  in  the  sores 
produced  by  vaccination,  and,  in  fact,  upon  any  part 
of  the  surface  which  has  been  by  accident  inoculated. 
The  study  of  some  of  these  cases  is  of  even  greater 
value  than  of  those  in  which  the  disease  is  received 
in  the  usual  way,  since  the  dates  can  often  be  more 
accurately  fixed,  and  it  also  sometimes  occurs  (as  in 
the  case  of  syphilis  by  vaccination)  that  a number  of 
persons  receive  the  disease  on  the  same  day  and  from 
the  same  source.  When  these  accidents  happen,  we 
have  exceptionally  good  opportunities  for  observing 
the  natural  development  of  the  malady. 

The  esirly  stages. — The  study  of  such  cases  leads 

* We  may  now  believe  with  considerable  confidence  that  the  proto- 
zoan parasite  discovered  by  Schaudinn  is  the  element  concerned. 
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us  to  a very  strong  conviction  that  the  early  stages 
of  syphilis  are  fairly  uniform  in  their  duration;  quite 
as  much  so  as  those  of  the  other  exanthemata.  We 
may  conveniently  specify  the  following  stages  : (l)  the 
period  which  intervenes  between  the  date  of  contagion 
and  the  first  evidence  of  local  change ; (2)  that  which 
occurs  between  the  latter  date  and  the  full  development 
of  local  peculiarities;  and  (3),  to  go  back  again  to 
the  date  of  contagion,  that  which  precedes  the  occur- 
rence of  constitutional  symptoms.  Syphilis,  like  the 
exanthems  with  which  I have  allied  it,  is  followed  in 
due  course,  after  the  poison  has  had  time  to  breed 
in  the  blood,  by  constitutional  symptoms.  Those 

symptoms  are  : febrile  disturbance,  sometimes  acute, 

sometimes  almost  absent;  an  eruption  on  the  skin  and 
mucous  surfaces;  and  transitory  congestions  or  inflam- 
mations of  the  most  various  organs  and  tissues.  It  is 
customary  to  speak  of  the  local  phenomena,  resulting 
directly  from  the  contagion,  as  primary  symptoms,  and 
of  those  which  follow,  when  the  whole  blood  is  poisoned, 
as  secondary,  or  constitutional ; whilst  the  terms 
tertiary  and  remote  are  reserved  for  a different  class 
of  phenomena,  which  may  appear  at  very  various 
periods  after  the  primary  and  secondary  symptoms 
have  long  cleared  away.* 

Varying  severity. — Although,  as  has  just  been 
asserted,  the  stages  of  syphilis  are  probably,  when 
uninfluenced  by  antidotal  ti’catment,  fairly  uniform, 
yet  it  rmist  be  clearly  recognised  that  its  severity 
varies  very  much  in  different  individuals.  This  re- 
mark applies  to  all  its  stages  and  to  all  its  varied 
phenomena.  Without  any  reference  to  the  health  or 
the  age  of  the  individual,  to  the  part  inoculated,  or  to 
the  source  of  the  virus,  we  may  witness  both  in  the 
primary  and  the  secondary  symptoms  the  widest  possible 
differences  as  regards  severity.  The  secondary  stage 


* The  term?!  primary,  secondary,  and  tertiary  as  applied  to  the  several 
stages  of  syphilis  are  well  established  and  will  now  hold  their  ground. 
Thev  might,  however,  with  great  advantage  he  superseded  hy  more 
exact  expressions  denoting  merely  the  duration  of  the  malady.  We 
might,  for  example,  speak  of  syphilis  in  first,  second,  or  third  month, 
first,  second,  or  third  year,  and  so  on. 
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may  be  almost  fatal  in  one  case  and  scarcely  to  be 
recognised  in  another;  the  tertiary  phenomena  never 
happen  at  all  in  a vast  number  of  persons  who  have 
suffered  severely  in  the  secondary  joeriod,  whilst  they 
may  affect  with  great  pertinacity,  in  exceptional  in- 
stances, those  who  have  suffered  but  little  in  the  early 
stages.  Differences  in  treatment  no  doubt  account  to 
some  extent  for  these  apparent  discrepancies,  but  cer- 
tainly not  for  the  whole.  There  remains  much  which 
can  be  explained  only  by  the  idiosyncrasy  of  the 
individual.  I believe  that  a similar  remark  is  equally 
true  of  the  specific  fevers  known  as  the  exanthems. 

Complications  of  the  primary  symptoms. — The 
study  of  syphilis  has  been  rendered  much  more  difficult 
than  would  otherwise  have  been  the  case  by  the  fact  that 
its  contagion  is  rarely  effected  by  a pure  fluid.  In  a 
majority  of  cases  the  microparasite  is  not  implanted 
alone,  but  with  it  the  contagious  products  of  peculiar 
forms  of  inflammatory  action.  In  this  way  the  local 
or  primary  symptoms  are  often  complicated,  and  we 
witness  on  the  same  spot  the  results  of  the  implantation 
of  pyogenic  organisms  and  of  the  true  virus.  Further, 
it  may  happen,  and  it  often  does,  either  that  a con- 
tagion takes  place  from  the  adventitious  organisms 
alone,  or  that  the  effects  of  these  entirely  overpower 
and  destroy  the  specific  virus  which  was  mixed  with 
them.  It  is  to  the  study  of  these  two  classes  of  local 
phenomena  that  wo  will  now  proceed. 

On  Infective  chancres. — If  the  virus  of  syphilis 
in  a pure  form  be  inoculated,  it  rarely  produces  any 
irritation  at  first.  A period  of  from  three  to  five 
weeks  may  elapse  before  anything  is  observed.  At  the 
end  of  that  time  a little  red  spot  will  be  noticed, 
which,  extending  from  day  to  day,  soon  becomes  a 
superficially  ulcerated  papule,  and  by  the  end  of  a 
week  or  ten  days  has  obtained  an  indurated  base.  The 
induration  is  usually  characteristic,  and  its  margins 
definite.  There  is  not  much  surrounding  inflam- 
mation, and  the  surface  of  the  ulcer  usually  secretes 
but  little.  In  some  cases,  indeed,  there  may  be  no 
ulceration  whatever,  and  not  the  slightest  secretion.  At 
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the  end  of  five  or  six  weeks  from  the  date  of  contagion 
the  induration  will,  probably,  be  well  marked.  It  will 
continue  for  a longer  or  shorter  period  (usually  in 
relation  to  the  treatment  pursued),  but  it  never,* 
even  when  wholly  let  alone,  persists  indefinitely,  and 
frequently  it  vanishes  after  a very  short  duration. 
Occasionally  it  may  last  for  months.  The  number  of 
these  indurated  spots,  or  chancres,  will  depend  upon 
the  number  of  different  places  which  were  inoculated 
at  the  same  time,  just  as  is  the  case  with  vaccination 
vesicles.  It  is  not  very  often  that  more  than  one  is 
seen,  and  if  there  be  two,  three,  or  more,  they  are 
always  at  the  same  stage  of  progress  at  the  same  time. 
No  new  ones  are  ever  produced  subsequently  to  the 
full  development  of  the  first,  t If,  for  the  sake  of 
experiment,  it  were  attempted  by  direct  inoculation 
to  produce  others,  the  attempt  would  usually  fail;  just 
as  we  should  fail  to  re-vaccinate  on  the  eighth  day 
from  the  patient’s  own  vesicles. 

Simultaneously  with  the  development  of  local  in- 
duration there  is,  usually,  an  enlargement  and  harden- 
ing of  the  nearest  lymphatic  glands.  If  the  sore  be 
on  the  finger,  the  glands  in  the  armpit  will  enlarge; 
if  on  the  lip,  those  under  the  jaw;  if  on  the  genitals, 
those  in  the  groins.  The  character  of  the  enlargement 
of  the  glands  will  be  similar  to  that  of  the  primary 
sore;  that  is,  there  will  be  great  hardening  and  very 
little  tendency  to  diffuse  inflammation.  The  glands 
will  usually  remain  separate  from  one  another,  and 
more  or  less  movable.  The  degree  of  induration  may 
often  be  such  as  to  justify  the  term  “ bullet  bubo.” 

It  is  desirable  to  keep  in  mind  that  the  incubation 
stage  of  the  chancre  and  that  of  syphilis  are  two 
different  things.  The  one  is  usually  a month,  and 

* The  statement  here  made  is  perhaps  liable  to  a few  exceptions.  I 
have  known  several  raises  in  which  gristle-like  sclerosis  was  present,  and 
in  which,  according  to  the  patient’s  statement,  it  had  never  disappeared 
during  several  years.  There  are,  however,  sources  of  fallacy  which 
induce  mo  to  let  stand  the  statement  made  in  the  text. 

t It  is  possible  that  certain  rare  exceptions  to  this  statement  may 
occur.  I shall  advert  to  them  subsequently  in  speaking  of  satellite 
chancres. 
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the  other,  dating  to  the  first  appearance  of  roseola, 
two  months  or  a little  more. 

On  fsolt  01*  non-infecting  sores. — The  conditions 
which  result  from  the  implantation  of  inflammatory, 
or  of  mixed,  elements  are  various.  It  would  appear 
that  some  of  the  inflammations  occurring  in  connection 
with  syphilis,  but  not  attended  by  the  actual  presence 
of  its  virus,  may  produce  a peculiarly  irritating  and 
very  contagious  secretion.  This  secretion,  if  inoculated, 
promptly  produces  inflammation.  Sores  form  within  a 
day  or  two  of  its  contact,  which  are  attended  by 
ulceration,  and  by  the  secretion  of  pus  which  is  capable 
in  its  turn  of  inoculating  other  parts.  Hence  these 
sores  may  be  multiple  in  the  beginning,  or  may  become 
multiple  afterwards;  and  if  the  experiment  of  artificial 
inoculation  on  some  other  part  of  the  patient’s  person 
be  tried,  it  may  easily  be  proved  that  he  is  in  no 
sense  protected,  since  sores  of  a precisely  similar  char- 
acter will  be  produced.  Inasmuch  as  sores  of  this 
kind  never  show  definite  induration,  they  are  often 
spoken  of  as  “ soft,”  but  it  must  be  remembered  that 
it  is  quite  possible  that  one  or  more  of  them  may,  at 
the  end  of  the  four  weeks’  incubation  period,  take 
on  induration.  It  must  also  be  most  clearly  under- 
stood that,  although  the  infecting  sore  in  its  typical 
condition  is  “ hard,”  it  does  not  by  any  means  always 
assume  that  character.  The  popular  division  of  sores 
into  “ soft”  and  “ hard  ” is  productive  of  very  numer- 
ous mistakes. 

The  characters  of  these  non-indurated,  pus-secreting 
sore  are  very  variable;  but  their  best-accredited  fea- 
tures are  those  of  an  abruptly  margined  ulcer,  with 
cut  or  punched-out  edges,  a grey,  unhealthy  surface, 
and  much  surrounding  inflammation.  It  is  a remark- 
able fact  that  the  non-infecting  sore  is  almost  never 
seen  except  on  the  genitals.  We  must  explain  this 
probably  by  the  suggestion  that  the  vitality  of  the 
pus  elements  is  much  lower  than  that  of  the  true 
virus  of  syphilis.  Thus,  should  they  come  in  contact 
with  the  lip  or  the  finger,  or  even  with  an  abrasion 
or  a wound,  they  are  probably  far  more  easily  washed 
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off  and  got  rid  of  than  is  the  true  virus.  The  mucous 
folds  on  the  genital  organs,  however,  afford  them  a 
protection,  and  thus  favour  the  success  of  their  con- 
tagion. The  non-indurated  sore,  like  the  hard  one,  is 
very  prone  to  cause  enlargement  of  lymphatic  glands, 
and,  as  in  the  former  case,  this  enlargement  is  of  the 
same  type  as  that  of  the  sore  which  produced  it.  It 
is  attended  by  excess  of  inflammation.  The  affected 
glands  swell  greatly  and,  the  intervening  tissue  being 
involved,  they  become  glued  together  in  one  mass. 
Suppuration  both  within  and  around  the  glands  is 
not  infrequent. 

It  is  quite  possible  for  a patient  to  suffer  from 
non-indurated  sores  and  suppurating  buboes  without 
having,  subsequently,  any  constitutional  phenomena. 
Some  such  cases  do  occur.  I feel  sure,  however,  that 
they  are  far  less  common  than  is  generally  believed, 
and  that,  in  a majority  of  cases,  sores  which  are  at 
first  “ soft,”  and  remain  throughout  their  course  so 
diagnosed,  prove  to  be  infecting.  The  surgeon  must 
be  most  cautiously  on  his  guard  in  giving  opinions 
on  this  point ; for  if  the  patient  has  never  had  syphilis 
before,  whatever  are  the  characters  of  any  primary  sore 
which  he  may  exhibit,  the  chances  are  two  to  one  that 
the  sequel  will  prove  that  it  contained  the  germs  of 
true  syphilis.  The  terms  infecting  and  non-infecting 
might  perhaps  conveniently  displace  the  adjectives 
soft  and  hard.  Whatever  terms  we  use,  however,  we 
must  clearly  understand  that  the  “ soft  ” very  often 
precedes  the  “ hard,”  that  the  infecting  is  not  always 
hard,  or,  to  state  it  in  other  words,  that  the  non- 
indurated  may  often  prove  to  be  infecting.  So  also 
with  the  bubo ; an  infecting  sore  may  often  cause 
suppuration  of  the  glands,  and  a non-infecting  sore 
may  be  attended  by  a quite  moderate  degree  of  en- 
largement of  glands,  which  never  showr  any  tendency 
to  suppurate.  Such  being  the  facts,  it  is  absurd  to 
attempt  the  formation  of  sharply-defined  rules  in  the 
diagnosis  of  chancre.  The  general  precepts  in  use  are, 
however,  safe  enough,  if  wre  apply  them  lightly,  and  are 
careful  to  remember  that  they  have  many  exceptions. 
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Leaving  aside  for  the  present  the  consideration  of 
the  non-infecting  sores,  we  will  now  proceed  to  examine 
in  more  detail  certain  points  in  reference  to  the  in- 
durated chancre. 

Is  mi  abrasion  of'  flic  surface  necessary  to 
contagion? — The  reply  to  this  question  must  be  that, 
although  undoubtedly  the  existence  of  a wound,  or 
the  occurrence  of  laceration,  very  much  facilitates  the 
introduction  of  the  virus,  yet  probably  neither  con- 
dition is  essential,  nor  perhaps  even  frequent.  There 
is  nothing  improbable  in  the  suggestion  that  the  virus 
can  easily  penetrate  the  unbroken,  but  soft,  moist,  and 
very  delicate  mucous  structures  of  the  parts  on  which 
chancres  are  usually  seen.  On  the  skin  itself  it  may 
be  more  difficult,  and  the  intervention  of  a wound  or 
sore  may  be  almost  essential.  Beneath  the  prepuce 
in  the  male,  and  on  the  vulva  of  the  female,  imbibition 
must  be  supposed  to  be  the  more  common  event.  On 
these  parts  it  is  probably  sufficient  that  the  virus 
finds  protection  in  a mucous  fold  or  a gland  orifice. 
The  evidence  of  a very  large  number  of  patients  is 
to  the  effect  that  no  abrasion  whatever  was  noticed 
at  the  time  of  infection.  In  not  a few  cases  very 
careful  inspections  have  been  made,  accompanied  by 
ablutions,  and  repeated  through  many  days,  and  yet 
no  such  sore  has  been  observed.  It  is  obvious,  then, 
that  it  is,  for  practical  purposes,  useless  to  contend 
that  an  abrasion  is  essential,  since  all  must  admit  that 
the  breach  of  surface  is  often  so  small  as  to  escape 
the  most  careful  examination.  In  many  of  the  cases  in 
which  surgeons  suffer  from  midwifery  chancres  there 
is  no  history  of  previous  breach  of  surface,  the  virus 
appearing  to  have  simply  found  lodgment  under  the 
nail,  or  in  a fold  at  its  edge. 

On  the  most  common  positions  of  chancres. 
— In  the  male,  the  most  frequent  position  for  chancres 
is  the  roll  of  the  prepuce  (reverted),  just  behind  the 
corona  (“the  furrow”).  In  this  position,  also,  chancres 
assume  their  most  characteristic  features.  Here  in- 
duration is  greatest,  and  is  most  easily  estimated. 
The  gristly,  half-circular  disc  stands  up  conspicuously 
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when  the  prepuce  is  reverted,  and  assumes  the  well- 
known  “ collar  ” form.  Often  the  induration  extends 
across  the  furrow,  and  implicates  the  corona  itself, 
but  in  the  substance  of  the  glans  induration  is 
usually  not  so  definite,  whilst  inflammation  is  common. 
Chancres  of  the  glans  itself  often  become  phagedsenic. 
Of  other  regions,  special  mention  should  be  made  of 
the  meatus,  the  frsenum,  and  the  free  border  of  the 
prepuce.  When  the  meatus  is  affected,  which  is  not 
uncommon,  the  induration  usually  surrounds  it  in  a 
ring.  It  does  not  often  extend  far  into  the  substance 
of  the  glans.  At  the  frsenum  inflammation  is  very 
apt  to  occur,  and  induration  is  often  absent  ; impli- 
cation of  the  glands  in  the  groin  is,  I think,  more 
certain  to  occur  with  framal  chancres  than  any  others. 
Chancres  of  the  free  margin  of  the  prepuce  arc  often 
multiple  and  often  mixed.  Well-characterised  indura- 
tion is  seldom  present,  and  not  rarely  it  is  very  diffi- 
cult to  judge  of  the  real  character  of  the  sore. 

On  the  skin  of  the  penis  sores  do  not  differ  from 
those  which  we  observe  on  other  parts  of  the  body’s 
surface,  except,  perhaps,  that  it  is  here  more  fre- 
quently than  elsewhere  that  we  notice  what  has  been 
named  the  “ parchment  chancre.”  The  peculiarities 
of  this  sore  are  that  its  area  of  induration  is  large, 
and  its  thickness  very  small,  whilst  there  is  little  or 
no  inflammation.  It  is  a condition  which  is  frequently 
seen  in  a stage  of  half-cure. 

In  the  female,  chancres  are  usually  seen  on  the  labia 
or  nymphse,  less  frequently  on  the  fourchettc  or  the 
clitoris.  They  are  very  seldom  met  with  in  the  vagina 
itself,  and  only  very  rarely  indeed  on  the  os  uteri. 
The  exemption  of  the  vaginal  walls  may  be  explained 
by  the  thickness  of  the  epithelium,  but  more  plausibly 
by  the  infrequency  of  gland  orifices. 

Multiplicity  of  the  infecting  chancre  is  perhaps  more 
frequent  in  women  than  in  men,  probably  because  the 
labia  come  into  contact  and  easily  infect  each  other. 
This  mode  of  duplicate  infection  can,  of  course,  only 
occur  soon  after  contagion.  Multiplicity  is,  however, 
not  very  uncommon  in  men.  A wax  model  in  the 
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Hopital  St.  Louis  Museum  shows,  I think,  five  chancres, 
and  as  many  as  fifteen  are  on  record  as  having  been 
observed  at  once.  I have  myself  repeatedly  seen  five 
or  six  with  well-characterised  induration. 

The  terms  “accessory”  or  “ satellite  ”■  indurations 
have  been  applied  to  masses  which,  in  rare  cases,  form 
near  to  the  original  sore,  but  at  a date  considerably 
subsequent  to  its  development. 

On  tlie  natural  course  of  flic  true  chancre. — 
So  constant,  now,  is  the  use  of  mercury  that  we  but 
seldom  have*  opportunities  of  observing  the  undis- 
turbed course  of  a chancre  through  any  long  period. 
The  persistence  of  induration  would  appear  to  be, 
under  such  conditions,  variable  within  very  wide  limits. 
It  may  vanish  in  a few  days  or  a few  weeks,  or  it 
may  persist  for  a year  or  more.  The  influence  of 
mercury  is  invariably  very  marked,  and  usually  very 
speedy.  If  suitable  doses  be  given,  in  a few  days  the 
sore  loses  its  extreme  hardness,  and  in  the  course  of 
a week  or  two  it  will  have  begun  very  definitely  to 
melt  away.  But  if  the  mercury  be  stopped,  the  sore 
will  indurate  again,  and  perhaps  as  characteristically 
as  at  first. 

The  tendency  to  recurrence  of  induration,  just 
noticed,  is  sometimes  observed  under  very  peculiar 
conditions.  At  periods  of  a year,  or  of  several,  after 
the  original  sore  has  entirely  disappeared,  and  with- 
out any  fresh  exposure,  in  the  exact  site  of  the  first 
one,  fresh  hardening  may  take  place.  This  may  occur 
repeatedly  to  the  same  person.  There  is  seldom  any 
hardening  of  the  lymphatic  glands.  The  recurred 

chancres  are  not  followed  by  any  constitutional 
symptoms.* 

On  the  other  hand,  it  cannot  be  doubted  that, 
Avholly  without  help  from  mercury,  indurated  sores 
do,  in  some  cases,  disappear  very  quickly  indeed.  A 
recognition  of  this  fact  is  essential  to  the  correct 
interpretation  of  many  histories  given  us  by  patients. 

* See  papers  by  the  author  on  “ Relapsing  Chancre,”  London 
Hospital  Reports,  I860,  and  British  Medical  Journal,  1885.  See  also 
subsequent  statements  in  the  present  work. 
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A week,  or  even  a few  days,  may,  I feel  assured, 
suffice  for  the  disappearance  of  all  that  is  character- 
istic in  an  infectious  sore,  and  that  quite  indepen- 
dently of  treatment.* 

<';in  syphilis  he  cut  short  h.v  destruction  ol 
the  initial  lesion,  and,  if  so,  at  what  stage! — 

Ricord  at  one  time  taught  that  cauterisation,  if  done 
freely  within  five  days  of  the  contagion,  might  be 
trusted  to  prevent  the  formation  of  a chancre  and 
the  development  of  syphilis.  Subsequently,  however, 
he  was  obliged  to  modify  this  opinion,  and  to  believe 
that  such  treatment  was  often  useless.  It  is  obvious 
that  we  have  to  consider  not  alone  the  date  at  which 
the  destruction  is  effected,  but  the  precise  details  of 
the  method.  That  which  one  surgeon  may  regard  as 
an  efficient  cauterisation  may,  to  another,  appear  quite 
inadequate.  If  nitric  acid  does  not  act  deeply  enough, 
it  is  yet  possible  that  the  actual  cautery,  or  the  knife, 
might  do  so.  These  are  matters  upon  which  experience 
must  decide.  I should  certainly  deem  it  a neglect 
of  duty  not  to  freely  cauterise  any  venereal  sore 
which  a patient  presented  for  my  treatment  within 
five  days  of  exposure.  I have  cauterised  many  such, 
and  in  but  very  few  instances  have  known  syphilis 
follow.  At  the  same  time,  it  is  to  be  freely  admitted 
that  the  local  absorption  of  the  virus  probably  takes 
place  much  more  rapidly  than  we  should  a priori 
have  beSn  inclined  to  suspect.  Ricord’s  later  experi- 
ence with  caustic  proves  this,  and  so  does  a well- 
known  fact  recorded  by  Berkeley  Hill. 

Recent  experiments  on  apes  have  made  it  seem 
highly  probable  that  the  treponema  may  be  killed  by 
the  local  application  of  mercury,  and  thus  the  develop- 
ment of  the  chancre  prevented.  This  is,  however,  effi- 
cient only  in  the  very  earliest  stages. 


* In  proof  that  very  large  chancres  may  undergo  spontaneous  resolu- 
tion I may  cite  the  following.  A man  who  had  one  on  his  cheek,  so  large 
that  his  surgeon  had  called  it  “ a small  carbuncle,”  came  to  me  covered 
with  a papular  eruption.  His  sore,  now  eight  weeks  old,  he  considered 
to  he  well.  It  was  contracted  to  the  size  of  a sixpence  and  nearly  healed, 
but  was  still  hard.  There  were  still  enlarged  glands,  but  they  were 
subsiding.  He  had  had  no  treatment. 
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As  to  the  excision  or  destruction  of  chancres  at 
later  periods,  and  especially  after  their  true  character 
has  been  disclosed  by  the  occurrence  of  induration,  I 
have  had  but  little  personal  experience.  That  little 
has  usually  been  invalidated  by  the  simultaneous  use 
of  specifics  internally. 

In  whatever  stage  or  condition  a local  venereal  sore 
is  seen,  the  local  use  of  mercury  should  be  prescribed. 
Black  wash  is  perhaps  the  most  convenient  form,  but 
it  should  be  frequently  renewed,  or  may  be  reinforced 
by  dusting  on  calomel.  Even  after  excision  or  destruc- 
tion by  cautery  these  precautions  are  most  desirable. 


CHAPTER  III 


FURTHER  OBSERVATIONS  AS  TO  THE  PRIMARY 
STAGE  OF  SYPHILIS 

Non  - venereal  true  eliancres. — These  are  much 
more  common  than  is  generally  suspected.  They  are 
of  great  importance,  not  only  on  account  of  the  social 
injury  which  errors  respecting  their  source  may  cause 
to  the  individuals,  but  also  from  the  mistakes  to 
which  they  may  lead  in  clinical  observation  as  to 
the  course  of  syphilis.  Thus  it  may  happen  that  a 
young  child  or  an  infant  may  have  had  a chancre 
which  has  never  been  recognised,  and  that  the  sub- 
sequent results  may  be  attributed  to  congenital  disease. 
The  diagnosis  of  these  chancres  is  often  extremely 
difficult.  I have  frequently  seen  them  on  the  hands 
of  well-trained  medical  men,  who  themselves  had  never 
suspected  the  nature  of  the  sore  until  secondary 
symptoms  appeared.  The  limits  of  variability  as  to 
the  conditions  of  these  sores  are  very  wide  indeed. 
An  infecting  chancre  on  the  finger  may  never  show 
anything  more  than  a small  dusky  spot,  not  ulcerated, 
not  attracting  attention  for  more  than  a few  weeks, 
and  leaving  nothing  hut  a little  brown  stain.  Yet, 
after  such  a sore,  there  may  he  a full  development 
of  syphilis.  On  the  other  hand,  there  may  be  such 
an  excess  of  inflammatory  action  that  all  trace  of 
specific  induration  may  be  concealed.  In  young  in- 
fants this  usually  occurs,  as  in  chancres  after  circum- 
cision. The  chancre  itself  may,  in  some  cases,  spread 
very  widely.  Thus  I have  known  a case  in  which  an 
indurated  sore,  by  no  means  phagedsenic,  included 
nearly  the  whole  of  the  palm  of  the  hand,  and  another 
in  which  almost  the  whole  of  one  side  of  the  face  was 
involved  in  a huge  chancre  with  indurated  borders. 

These  sores  may  occur  on  any  part  of  the  body. 

21 


22 


SYPHILIS 


[chap 

On  the  lips,  from  kissing,  the  use  of  drinking-vessels, 
pipes,  etc.,  they  are  not  uncommon.  The  midwifery 
chancre  on  the  finger  is  a form  from  which  medical 
men  suffer  most  severely,  and  it  assumes  great  addi- 
tional importance  from  the  risk  there  is  of  conveying 
it  to  their  patients.  Chancres  on  the  nipple  were 
formerly  not  very  infrequent.  Amongst  the  more  in- 
frequent positions,  I may  mention  that  I have  seen 
primary  sores  in  the  middle  of  the  sole  of  the  foot 
and  the  palm  of  the  hand,  on  the  scalp  and  face,  on 
the  ear,  on  the  nose,  and  on  the  skin  of  the  chin  at 
some  distance  from  the  lip.  I have  seen  them  on  the 
tongue,  on  the  tonsil,  and  on  the  conjunctiva  of  the 
eyeball.  All  these  positions  and  many  others  are  men- 
tioned by  other  observers. 

Even  in  cases  in  which  chancres  are  met  with  on 
the  genitals  they  are  not  always  consequent  on  coitus. 
In  children  they  may  be  accidental  (from  towels,  etc.), 
and  in  adults  the  stories  which  we  so  often  hear  as 
to  infection  at  water-closets,  etc.,  are,  I doubt  not, 
in  exceptional  cases,  really  true.  In  several  instances 
epidemics  of  syphilis  amongst  lying-in  women,  and 
subsequently  their  husbands,  have  occurred  from  inocu- 
lation of  the  genitals  by  the  finger  of  the  accoucheur 
during  labour. 

Mciiioi'niida  as  to  primary  sores. — The  follow- 
ing memoranda  on  this  subject  may  be  offered  : — 

So-called  soft,  or  non-infecting,  sores  are  almost 
never  observed  except  on  the  genitals.  It  is  difficult 
to  assign  a satisfactory  reason  for  this.  It  may  be 
that  they  seldom  develop  their  peculiar  features  ex- 
cept on  the  genitals,  and  are  thus  not  recognised  when 
seen  on  other  parts. 

Non-vcnereal  chancres,  like  those  from  coitus,  are 
usually  single.  In  some  cases,  however,  they  may  be 
multiple.  Thus  I have  in  policemen,  in  two  instances, 
seen  several  present  together  as  the  result  of  injuries 
received  in  scuffles  with  infected  men.  In  another  case, 
a sailor  who  had  fought  with  a diseased  comrade,  and 
been  bitten  in  many  places,  had  six  or  eight  indurated 
chancres  on  his  fingers,  forearm,  one  ear,  and  chin. 
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Although  induration  is  often  present  in  a most 
marked  degree,  it  is  often  absent,  and  the  diagnosis 
may  become  most  difficult.  The  surgeon  should  in 
such  cases  carefully  examine  the  lymphatic  glands. 
The  chancre  which  affects  the  nail-bed,  for  instance,  is 
scarcely  ever  definitely  indurated,  and  often  suppurates 
very  freely. 

It  is  impossible  to  make  too  much  allowance  for 
the  extraordinary  appearances  which  these  erratic 
chancres  sometimes  assume.  Their  great  size  is  often 
very  misleading. 

There  is  an  opinion  abroad  in  the  profession  that 
syphilis,  when  consequent  on  a non-venereal  chancre 
on  the  skin,  is  a more  severe  disease  than  when 
following  a sore  on  the  genitals.  I do  not  believe 
that  there  is  any  foundation  for  this  creed.  Syphilis, 
wherever  inoculated,  is  one  and  the  same  malady. 
In  different  individuals  it  may  vary  very  greatly  in  its 
severity,  but  these  differences  have  nothing  to  do  with 
the  position  of  the  infecting  sore. 

The  midwifery  chancre  is  so  common,  and  its  effects 
so  disastrous,  that  it  behoves  those  engaged  in  this 
line  of  practice  to  take  the  most  scrupulous  precau- 
tions. All  abrasions  or  cracks  on  the  fingers  of  sur- 
geons should  be  protected  by  indiarubber  finger-stalls, 
and  even  when  the  skin  is  quite  sound,  vaseline  or 
some  equivalent  should  be  very  freely  used  before 
making  an  examination. 

Although  in  a few  instances  erratic  chancres  may 
result  from  immoral  practices,  yet  it  may  be  held 
that  in  a vast  majority  of  cases  they  are  matters  of 
accident,  and  imply  no  fault  whatever  in  those  who 
suffer  from  them. 

Tlio  incubation  period  of  chancres. — Although 
I have,  I believe,  in  previous  writings,  always  put 
the  incubation  period  of  chancre  as  longer  than  that 
formerly  given  by  authors,  and  have  constantly  asserted 
that  it  is  far  more  regular  and  uniform  than  is 
generally  believed,  yet  I have  never  hitherto  given  it 
a duration  quite  so  prolonged  as  that  which  I am 
now  inclined  to  claim.  I have  formerly  held  that  a 
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month  is  its  average,  and  that  it  is  more  frequently 
rather  shorter  than  longer.  I should  now  be  inclined 
to  say  that  a month  is  a short  average,  and  that  five 
weeks  is  a more  common  period,  As  will  be  seen  by 
reference  to  the  facts  to  be  adduced,  in  most  of  the 
cases  in  which  accuracy  was  more  especially  easy  of 
attainment  (where  medical  men,  for  instance,  were  the 
patients),  five  weeks  usually  elapsed  before  any  trace 
of  local  irritation  manifested  itself.  After  this  a week 
to  ten  days,  or  even  a fortnight,  passed  before  the 
sore  assumed  characters  which  could  be  considered 
diagnostic. 

The  explanation  of  what  I hold  to  have  been  the 
errors  in  the  former  calculations  as  to  the  incubation 
period  is  probably  to  be  found  in  the  fact  that  data 
have  often  been  accepted  which  were  not  worthy  of 
trust.  In  order  to  avoid  confusion,  it  is  needful  to 
be  precise  as  to  whether,  by  “ incubation  period,”  we 
mean  the  interval  between  contagion  and  the  first 
sign  of  irritation,  or  between  contagion  and  the  first 
characteristic  development  of  induration. 

Cases  illustrating  tlic  incubation  period.— The 
following  cases  illustrating  the  incubation  period  have 
occurred  under  my  own  observation  : 

(1)  A married  physician.  Dr.  , on  one  single  occasion 

went  astray.  He  carefully  observed  all  that  followed,  and  it  was 
not  till  the  forty-second  day  that  a pimple  under  the  prepuce 
was  noticed.  A chancre  developed  itself,  and  syphilis  resulted. 

(2)  A surgeon  of  much  experience  gave  me  the  following 
fact.  The  circumstance  occurred  to  himself.  He  had  inter- 
course of  a suspicious  nature  on  one  occasion  only.  He 
observed  nothing  whatever  on  the  penis  until  five  weeks  and 
three  days  had  elapsed,  when  he  found  a small  papule.  This 
soon  afterwards  became  indurated,  and  was  followed  by 
secondaries. 

(3)  About  the  same  time  as  the  preceding  case  I had  another 
patient,  who  had  contracted  a chancre  after  a single  inter- 
course, and  who  alleged  that  he  was  certain  that  there  was  no 
visible  sore  until  five  weeks  after  the  exposure. 

(4)  A well-trained  observer  (M.B.  Loud.)  exposed  himself 
to  the  risk  of  syphilis  on  a single  occasion,  on  March  4th, 
and  afterwards  anxiously  noted  the  results.  On  the  morning 
after  connection  he  had  a little  abrasion  in  the  prepuce  close 
to  the  glans.  He  used  lead  lotion,  and  in  three  days  it  healed. 
It  remained  cpiite  sound  until  the  second  week  in  Apr[l,  when 
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it  began  to  look  a little  dusky.  On  April  17th  it  was  decidedly 
swollen,  and  just  beginning  to  ulcerate.  On  April  23rd  it  was 
definitely  indurated,  and  showed  in  the  centre  a group  of 
minute  ashy-grey  ulcers.  At  this  date  he  had  no  rash,  and 
no  appreciable  enlargement  of  the  glands.  There  being  not 
the  slightest  doubt  that  the  induration  was  specific,  I now 
directed  him  to  take  mercury. 

The  course  of  events  illustrated  in  this  case  is  probably  a 
very  usual  one.  A small  sore  is  noticed  almost  immediately 
after  exposure,  which  heals  in  a few  days.  Then  ensues  a four 
weeks’  period  of  rest,  followed  by  inflammation  about  the  little 
scar,  and  specific  induration.  It  will  be  seen  that  seven  weeks 
had  passed  before  the  induration  was  marked. 

(5)  In  this  case  a young  gentleman  was  exposed  to  risk  of 
contagion  but  once.  He  caught  a gonorrhoea,  which  developed 
immediately.  Nearly  five  weeks  after  the  exposure  two  sores 
formed  on  the  skin  of  the  penis,  and  one  on  that  of  the 
abdomen,  between  the  umbilicus  and  pubes.  They  all  then 
assumed  the  condition  of  large  indurated  chancres,  and  severe 
secondary  symptoms  followed. 

(6)  A young  woman  was  attended  in  her  confinement  by  a 
midwife  who  had  a chancre  on  her  finger.  Fifty-three  days 
after  delivery  she  was  found  to  have  three  indurated  chancres 
on  the  labia,  but  no  special  gland-irritation  and  no  rash. 
Eleven  weeks  after  the  confinement  she  had  a copious  rash, 
and  her  hair  was  falling  out.  In  this  case  it  is  to  be  sup- 
posed that  both  the  chancres  and  the  rash  had  been  present 
some  little  time  before  they  were  discovered. 

Incubation  periods  illustrated  in  vaccination-syphilis.-— The 
incubation  period  in  eleven  patients  who  received  the  virus 
by  vaccination  on  the  same  day  was  remarkably  regular.  In 
all  the  cases  the  vaccination-sore  healed  perfectly  for  a time, 
and  after  an  interval  again  inflamed.  In  all  at  the  end  of 
eight  weeks  it  was  characteristically  hard.  Nearly  all  the 
patients  had  begun  to  complain  of  irritability  of  the  scar  in 
the  sixth  week,  and  some  in  the  fifth.  Two  of  them,  a father 
and  son,  began  to  find  that  their  scars  itched  on  the  same 
day  (March  18th),  a little  more  than  five  weeks  after  the  vac- 
cination. In  all  these  cases  mercury  wjis  begun  in  the  eighth 
week,  before  any  eruption  had  appeared,  and  the  latter  was 
in  almost  all  absolutely  prevented. 

In  a second  series  of  vaccination  cases,  treatment  was  delayed 
longer,  and  we  had  opportunities  for  observing  the  period 
at  which  the  rash  and  sore  throat  made  their  appearance.  In 
some  the  rash  began  to  come  out  in  the  tenth  week,  and  was 
fully  out  when  the  patient  was  first  seen  in  the  eleventh.  The 
sores  at  that  period  in  most  cases  remained  characteristically 
hard.  In  some  of  the  patients  the  rash  might  have  been  a week 
or  two  later  in  its  appearance;  and  as  the  assignment  of  date 
depended  upon  the  patient’s  observation,  error  to  some  extent 
was  possible. 
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In  some  other  series  of  vaccination-syphilis  cases,  the 
periods,  according  to  my  published  notes,  would  appear  to 
have  been  shorter.  In  these,  however,  we  had  only  the  patients’ 
memory  to  guide  us,  and  very  possibly  it  was  not  accurate. 
We  may  safely  hold  that  the  interval  preceding  the  first  irrita- 
bility of  the  sore  is  rarely  less  than  five  weeks,  and  that  a 
week  or  ten  days  is  then  taken  up  before  the  sore  is  typically 
indurated.  About  two  weeks  after  this,  that  is,  at  the  end  of 
two  months,  rash  and  sore  throat  will  simultaneously  appear. 

In  one  of  the  above  cases,  in  which  no  mercury  had  been 
given,  iritis  occurred  in  the  eleventh  week.  It  was  coincident 
with  a copious  rash  which  had  preceded  it  by  two  or  three 
weeks,  and  with  still  persisting  induration  of  the  sore. 

Exceptions,  however,  to  what  I have  just  said  do  occa- 
sionally occur.  In  the  case  of  Dr.  Cory,  who  vaccinated  himself 
from  the  lymph  of  a syphilitic  child,  the  sores  became  irritable 
as  early  as  the  twenty-first  day,  and  at  the  end  of  the  fifth  week 
were  characteristically  hard,  though  still  very  small.  In  the 
eighth  week  a roseolous  eruption  appeared.* 


Hcinai'ks  oil  t!ie  preceding  cases. — I have  pre- 
ferred, in  what  has  just  been  stated,  to  give  the 
results  of  my  own  observation,  although  on  this  im- 
portant matter  a great  collection  of  valuable  evidence 
has  been  recorded  by  others.  Barensprung,  Fournier, 
and  Le  Clerc  have  especially  studied  it.  Some  ob- 
servers have,  I think,  a little  failed  in  care  to  note 
fallacies,  and  hence  the  record  of  erratic  opinions 
which  it  is  much  to  be  regretted  should  have  found 
their  way  into  print.  For  myself,  I may  own  that  I 
have  no  evidence  for  either  very  short  or  very  long 
periods  of  incubation.  A certain  range  of  variability 
must  be  admitted,  but  it  is  probably  quite  restricted. 
If  the  contagion  be  effected  with  pure  virus  and  in 
a healthy  person,  no  definite  effect  will  be  manifest 
before  the  end  of  the  third  week,  and  more  usually 
it  will  be  the  end  of  the  fourth,  or  even  of  the  fifth. 
All  the  supposed  short  periods  arc  to  be  explained  by 
the  assumption  either  that  the  secretion  was  not  pure, 
or  the  dates  were  inaccurate.  The  irritation  which 
ensued  may  have  been  that  of  pus-contagion  only,  and 
not  specific.  We  well  know  that  nothing  is  more  com- 
mon than  for  an  inflamed,  non-infective  sore  to  be  the 

* For  full  details  respecting  these  cases  see  “ Clinical  Illustrations  of 
Surgery,”  vol.  i.  p.  120. 
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precursor  of  an  infective  one.  We  must  not  admit 
such  cases  into  our  calculations  of  incubation  periods. 

In  conformity  with  what  has  been  said,  the  results 
of  experimental  inoculations,  and  of  such  modes  of 
contagion  as  that  which  occurs  in  vaccination,  appear 
to  show  that  when  blood,  vaccine  lymph,  or  any  clean 
virus  is  taken,  the  incubation  period  is  uniform ; 
whilst  if  pus  be  present,  as  from  a mucous  tubercle, 
a pustule,  or  vaginal  secretion,  then  the  apparent 
incubation  may  be  variable  and  in  many  instances 
short. 

I will  not  attempt  to  explain  away  the  individual 
examples  which  are  recorded  of  very  long  incubation 
periods,  but  shall  still  venture  to  hint  disbelief  as 
regards  them..  The  fallacies  are  obvious. 

Local  condition  during  incubation  period. — 
If  it  be  asked  what  is  usually  the  local  condition 
during  the  long  incubation  period,  the  reply  must  be 
that  it  is  very  various.  In  many  the  patient  has,  from 
within  a week  of  exposure,  or  perhaps  from  within  a 
few  days,  a suppurating  sore,  which  is  considered 
“ soft.”  In  many  others  not  the  slightest  sign  of  irrita- 
tion has  been  observed  until  the  expiration  of  a long 
month.  In  a few  there  may  have  been  in  the  first  week 
a trifling  sore,  which  healed,  and  in  the  scar  of  which 
induration  subsequently  took  place. 

Kai'ity  of  the  occurrence  of  syphilitic  conta- 
gion in  relation  to  the  frequency  of  exposure  to 
risk  of  it. — I may  suitably  make  use  of  several  of  the 
narratives  here  given  to  draw  attention  to  the  many 
facts  which  indicate  that  the  contagion  of  syphilis  is 
a very  uncertain  matter.  In  one  instance  an  experi- 
menter (Dr.  Cory),  who  on  all  occasions  used  material 
equally  likely  to  be  efficient,  failed  three  times,  and 
succeeded  only  on  the  fourth.  How  very  frequent, 
also,  must  be  the  exposure  of  the  surgeon’s  finger  in 
midwifery  practice  as  compared  with  the  rarity  of 
contagion.  How  seldom  do  we  see  chancres  on  the  lips 
from  kissing,  yet  how  very  common  must  be  the 
risk.  How  constantly  do  surgeons,  accustomed  to  the 
daily  examination  of  primary  sores,  run  the  risk  of 
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infecting  scratches  on  their  fingers,  and  how  rarely  do 
they  suffer.  How  abundant  are  the  risks  to  nurses 
and  others  who  have  to  do  with  syphilitic  infants, 
and  how  seldom  are  ill  results  observed.  Lastly,  of 
sexual  contagion,  we  may,  perhaps,  reasonably  surmise 
that  infection  does  not  take  place  once  in  a hundred 
times  that  exposure  of  the  most  dangerous  kind  is 
incurred.  These  facts  point  to  the  conclusion  that  the 
virus  is  not  always  present  in  an  active  form  in  the 
secretions  of  those  who  suffer  from  the  disease,  and 
also  that  it  is  probably  easily  destroyed  or  removed 
by  washing  and  other  measures;  and,  further,  that 
with  the  exception  of  parts  where  the  epithelium  is 
thin  and  protected,  it  requires  for  its  implantation 
some  breach  of  surface.  So  rarely  do  syphilitic  infants, 
when  put  to  wet-nurse,  communicate  the  disease,  that 
some  surgeons  to  lying-in  hospitals,  with  very  large 
opportunities  for  observation,  have  expressed  disbelief 
as  to  its  possibility;  although,  as  I need  scarcely  re- 
mark, the  facts  in  proof  of  its  occurrence  are  numerous 
and  conclusive. 

Fallacies  wliicli  attend  attempts  to  estimate 
the  relative  frequency  of  tlie  different  forms  of 
primary  sore. — Many  statistical  statements  have  been 
published  as  to  the  relative  frequency  of  infecting 
and  non-infecting  sores.  Unless  the  individual  cases 
which  go  to  make  up  such  statistics  have  been  collected 
with  the  utmost  care,  the  resulting  statements  must 
be  most  misleading.  In  the  first  place,  all  cases  in 
which  the  incubation  period  is  not  complete  must  be 
excluded;  since  the  sore  Avhich  is  to-day  classed  as 
“ soft  ” may,  in  the  course  of  a week  or  two,  take  on 
induration.  In  the  next  place,  the  surgeon  must  not 
rely  too  much  upon  his  own  powers  of  diagnosis, 
and  must  recognise  the  fact  that  induration  is  often 
an  ill-marked  and  very  transitory  condition.  He  must 
follow  up  his  cases,  and  must  not  place  any  in  the  list 
of  “ non-infecting  sores  ” unless  he  has  ascertained  by 
prolonged  observation  that  no  constitutional  results 
of  infection  followed.  It  is  a matter  of  everyday 
occurrence  for  patients  to  come  under  care  with  con- 
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stitutional  syphilis  and  with  the  statement  that  the 
surgeon  who  saw  the  chancre  said  that  it  was  only 
“ a soft  one.’'  In  many  cases  such  statements  may 
imply  inexperience ; but  this  is  by  no  means  always  so. 

In  the  collection  of  such  statistics  as  those  alluded 
to  it  is  essential  to  note  whether  or  not  the  patient 
has  had  syphilis  before,  since  the  peculiarities  of  his 
sore  may  possibly  be  in  connection  with  a former 
attack.  If  such  statistics  have  been  obtained  by  simply 
counting  up  the  results  of  the  diagnosis  on  the 
patient’s  first  application  at  some  public  institution, 
they  are,  I must  repeat,  quite  valueless  for  any 
scientific  purpose. 

Progress  of  chancres  when  mercury  is  not 

given. — Dr.  , a young  physician,  offered  a very 

interesting  illustration  of  the  behaviour  of  indurated 
chancres  when  not  treated  by  mercury.  He  had  on 
the  under  surface  of  his  reflected  prepuce — some  close  to 
the  corona  and  others  at  a distance  from  it — no  fewer 
than  seven  distinct  chancres.  He  had  contracted  them 
in  Africa  from  a native  woman,  and  the  first  of  them 
had  made  its  appearance  exactly  one  month  after  the 
date  of  intercourse.  It  was  in  the  roll  of  the  reflected 
prepuce,  close  to  the  corona.  It  had  preceded  the 
others  only  by  about  two  or  three  days,  and  the 
remaining  six  came  almost  simultaneously.  At  first, 
on  account  of  the  multiplicity  of  the  sores,  he  had 
hoped  that  they  were  only  herpes,  but  as  they  per- 
sisted, became  indurated,  and  ulcerated  more  freely,  he 
touched  them  all  with  nitric  acid.  When  the  effects 
of  the  acid  had  passed  off  he  applied  iodoform,  but 
still  took  no  medicine.  Finally  he  had  some  fever  and 
an  abundant  eruption  came  out. 

Dr.  came  to  me  a few  days  after  the  appear- 

ance of  his  eruption,  two  months  after  the  contagion 
and  one  after  the  recognition  of  the  sores.  He  was  freely 
covered  on  chest  and  abdomen  with  a characteristic  ery- 
thematous and  papular  eruption.  He  had  had  much 
aching  in  his  bones,  and  some  sore  throat.  His  seven 
chancres  had  all  healed  under  the  influence  of  iodoform, 
and  were  all  in  the  well-known  parchment  condition. 


CHAPTER  IV 


DIFFICULTIES  IN  THE  RECOGNITION  OF  SYPHILIS 
IN  ITS  PRIMARY  STAGE 

In  the  present  chapter  it  is  proposed  to  consider 
certain  special  conditions  which  may  cause  perplexity 
in  reference  to  the  diagnosis  of  syphilis  in  its  primary 
stage.  In  doing  this,  it  will  be  preferable  to  deal 
with  the  narratives  of  cases  rather  than  with  general 
statements. 

The  material  we  have  to  review  may  be  conveniently 
arranged  under  the  following  heads  : — 

1.  Difficulties  in  connection  with  the  history  given 

by  the  patient. 

2.  Simulation  of  chancres  by  other  conditions. 

3.  Simulation  of  primary  sores  by  gummata. 

4.  Absence  of  primary  sore. 

5.  Apparent  insignificance  of  the  primary  sore. 

6.  Multiplicity  of  the  primary  sores. 

7.  Erratic  position  of  the  primary  sore. 

8.  Infection  by  insects. 

9.  Absence  of  bubo. 

Several  of  the  topics  named  will  be  found  dealt 
with  in  detail  in  subsequent  chapters,'  and  will  receive 
only  brief  mention  here. 

Fallacies  as  to  imliiraf ion  of  chancres. — The 

avoidance  of  mistakes  in  reference  to  the  diagnosis 
of  infecting  chancres  is  so  important  that  I shall 
venture  to  state,  in  some  detail,  the  evidence  in  respect 
to  certain  fallacies.  I have  to  make  two  preliminary 
proposition’s,  which  are  distinct,  though  possibly  con- 
nected. The  first  is  that  it  is  possible,  as  the  result 
of  the  application  of  caustics,  to  produce  induration  of 
a kind  and  character  which  cannot  be  distinguished 
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from  that  of  the  true  infecting  sore.  The  second  is 
that  those  who  have  had  chancres  and  gone  through 
syphilis  are  liable  in  rare  instances,  without  fresh 
infection,  to  have  the  site  of  the  original  chancre 
indurate  again,  and  assume  most  deceptive  features 
(the  “ recurred  chancre  ”). 

Artificial  production  of  conditions  like  those 

of  the  indurated  chancre. — Mr.  , a strong, 

healthy  man,  came  to  me  on  Monday,  March  16, 
1884,  with  two  sores  in  the  roll  of  the  prepuce,  which 
were  well  indurated.  In  each  instance  the  induration 
stood  up  high,  as  a “ collar,”  and  the  diagnosis  might 
have  been  easily  made  by  the  eye,  without  the  aid  of 
the  finger.  The  crescent  of  induration  was  in  each  as 
large  as  half  a shilling.  It  was  abruptly  bounded  and 
was  very  hard.  Had  I not  known  his  history,  and 
been  aware  also  that  artificial  induration  was  possible, 
I should  have  felt  sure  that  they  were  primary  sores. 
It  should  be  added  that  on  the  face  of  each,  at  its 
base,  was  a small  ulcerated  surface  covered  with  a 
pellicle  of  soft  grey  lymph.  This,  again,  is  precisely 
a concomitant  which  we  often  see  with  an  inflamed 
Hunterian  chancre.  Now,  I had  seen  this  gentleman 
only  a fortnight  before,  and  he  then  had  nothing 
but  some  very  small  warts  at  the  site  of  the  present 
induration.  These  warts  were  touched  with  the  acid 
nitrate  of  mercury.  The  pseudo-chancres  had  resulted 
solely  from  the  use  of  this  caustic. 

There  remains,  however,  the  question,  could  they 
have  been  so  produced  in  a person  who  had  never  had 
syphilis?  Mr.  — — had  six  years  ago  passed  through 
an  attack  of  syphilis,  and  he  still  had  some  white 
patches  on  his  tongue  in  evidence  of  it.  It  was, 
however,  one  of  those  cases  in  which  no  chancre  was 
ever  discovered,  so  that  there  was  but  little  probability 
in  the  suggestion  that  the  present  pseudo-chancres  were 
in  the  sites  of  old  ones.  Nothing  but  gonorrhoea  was 

noticed  at  the  time  by  either  Mr.  or  his  surgeon, 

but  a syphilitic  rash,  with  sore  throat  and  sore  tongue, 

followed.  These  facts  I had  to  take  on  Mr.  ’s 

statement  He  had  given  this  history  before  I applied 
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caustic  to  his  warts.  It  may  be  plausibly  suggested 
that  he  had,  on  the  first  occasion,  a sore  in  the 
urethra. 

1 think  that  we  may  take  this  case  as  proof 
that  it  is  possible,  in  a man  who  has  formerly  had 
syphilis,  to  produce,  by  the  application  of  caustics  to 
the  mucous  membrane  of  the  prepuce,  a kind  of  in- 
duration which  in  all  respects  simulates  that  of  the 
primary  chancre. 

A pliagc<hcnic  sore  on  finder  not  followed  by 
other  symptoms. — In  1880,  the  house-surgeon  of  a 
provincial  hospital  came  to  London  on  account  of  a 
large  phagedsenic  ulcer  on  the  knuckle  of  his  right 
middle  finger.  He  had  seen  two  surgeons  before  he 
came  to  me,  and  had  been  advised  to  commence  the  use 
of  mercury  without  delay.  I saw  him  on  June  15th,  and 
the  history  then  given  was  that  he  had  pricked  his 
finger  on  June  2nd;  that  a little  sore  had  immediately 
followed,  and  that  phagedsenic  action  had  shown  itself 
on  the  6th.  The  ulcer  was  large,  ragged,  and  very 
much  inflamed.  I advised  that,  before  commencing 
treatment  by  mercury,  we  should  try  free  cauterisation 
with  nitric  acid.  This  was  done  twice,  with  an  interval 
of  a few  days.  It  produced  healthy  action  and  rapid 
healing  of  the  sore.  A gland,  which  had  enlarged, 
rapidly  subsided.  There  was  never  any  induration  of 
the  scar,  nor  did  any  secondary  symptoms  follow.  I 
saw  the  patient  two  months  after  his  infection,  when 
he  was  quite  well.  Six  years  later  I learned  that  he 
was  married  and  had  healthy  children.  It  is  quite 
possible  that  in  this  case  a sore  which  might  have 
proved  infective  was  wholly  destroyed  by  the  phage- 
dsenic process.  It  will  be  seen  that  the  phagedsena  set 
in  within  four  days  of  the  poisoning. 

Kepnted  absence  of  tlie  chancre  In  certain 
cases  of  syphilis. — However  definitely,  as  a matter 
of  pathological  accuracy,  we  may  repudiate  the  notion 
that  acquired  syphilis  can  ever  begin  without  its  initial 
lesion,  yet  for  practical  purposes  we  are  obliged  to 
admit  that  there  are  cases  in  which  the  primary  sore 
wholly  escapes  notice.  In  women  this  is  very  common, 
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for  the  reason  that  the  indurated  sore  is  often  free 
from  inflammation,  and  causes  no  subjective  symptoms. 
It  is  also  quite  possible  that  on  the  male  genitals  a 
quiet  hard  chancre,  which  would  be  easily  recognised 
by  a surgeon,  may  escape  the  notice  of  a non-observant 
patient,  although  present  for  some  weeks.  There  are 
cases,  however,  much  more  difficult  of  explanation  than 
these.  I refer  to  those  in  which  patients,  well  informed 
and  nervously  anxious  about  syphilis,  assure  us  that 
they  have  carefully  inspected  themselves  every  day,  and 
have  certainly  never  had  a sore.  In  such  we  may 
suspect  a sore  in  the  urethra;  but  if  such  be  the  fact, 
then  it  is  certainly  possible  for  the  “ urethral  chancre  ” 
to  be  wholly  devoid  of  local  symptoms.  I have  seen 
such  cases  repeatedly,  and  several  times  when  intelli- 
gent medical  men  were  themselves  the  subjects,  and 
have  been  from  first  to  last  quite  unable  to  discover 
any  probable  site  for  the  original  sore.  We  are 
obliged,  then,  to  admit  that  occasionally  syphilis  may 
occur  without  any  primary  sore  having  been  discovered 
by  careful  and  even  by  skilled  search. 

The  phenomena  which  characterise  a chancre  are 
probably  to  be  met  with  only  in  the  cutaneous  or 
mucous  surfaces.  If  the  parasite  gains  access  to  deeper 
parts,  it  is  possible  that  it  may  also  gain  access  to  the 
blood  without  producing  any  local  changes.  Some  such 
hypothesis  is  necessary  to  explain  the  occurrence  of 
syphilis  after  pricks  with  needles,  etc.,  which  were  not 
followed  by  any  irritation.  Several  such  are  on  record, 
and  I have  myself  seen  more  than  one.  A nurse,  who 
consulted  me  for  symptoms  which  were  certainly  those 
of  secondary  syphilis,  showed  me  a minute  brown  spot 
at  the  base  of  one  thumb  which  had,  she  said,  followed 
a deep  prick  from  a needle.  There  had  never  been 
any  inflammation  or  hardness,  but  the  glands  in  the 
armpit  were  enlarged. 

A medical  man  of  middle  age,  who  had  never  before 
had  syphilis,  attended  a woman  in  her  confinement 
who  had  on  her  vulva  numerous  condylomata.  The 
perineum  being  torn,  he  was  under  the  necessity  of 
using  stitches,  and  it  unfortunately  happened  that 
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he  pricked  his  hand.  The  prick  was  a quite  definite 
one  and  drew  blood,  and,  knowing  as  he  did  that  the 
woman  had  syphilis,  he  was  from  the  first  very  anxious 
about  himself.  On  the  same  day  that  the  accident 
occurred  he  consulted  his  partner  as  to  whether  any- 
thing could  be  done  to  prevent  infection.  As  there 
was  no  abrasion,  it  wTas  decided  to  be  useless  to 
attempt  any  cauterisation.  No  local  changes  whatever 
were  afterwards  observed.  The  accident  occurred  on 
December  16th,  and  about  the  middle  of  February  some 
spots  were  noticed  for  the  first  time  on  the  trunk. 
I was  consulted  on  March  7th,  and  at  that  time  there 
was  a tolerably  plentiful  papulo-scaly  eruption  on  the 
chest,  abdomen,  and  fronts  of  arms,  about  the  nature 
of  which  there  could  not  be  any  doubt.  The  site  of 
the  prick  in  the  hand  could  not  be  identified,  and 
there  was  no  swelling  in  the  axilla.  I was  allowed 
to  make  a complete  examination,  and  could  find  no 
trace  of  a chancre  elsewhere. 

Syphilis  without  well-developed  chancre.— 

Mr. , aged  about  twenty,  came  to  me  complaining 

that  he  had  a sore  throat.  I found  symmetrical,  rather 
deep  ulcers  in  the  tonsils,  and  taxed  him  with  having 
had  a chancre.  “ Why,  that  is  just  what  Mr.  — — 
said,”  he  replied,  “ but  I haven’t  had  anything  of 
the  kind.”  I looked  again,  and  felt  certain  I was 
right.  I examined  his  penis,  and  found  on  the  glans 
a red  patch,  as  if  from  a slight  abrasion.  There 
was  no  trace  of  present  sore,  and  not  the  slightest 
induration.  I could  find  no  trace  of  rash.  He  was 
perfectly  candid,  and  admitted  having  had  connection 
about  six  weeks  before.  A few  weeks  before  that  he 
had  had  a slight  discharge  from  the  urethra,  but  it 
lasted  only  a few  days,  and  he  took  no  notice  of  it. 

This  case  may  serve  as  an  example  of  what  is, 
I think,  not  very  infrequent  : an  infecting  chancre 
wholly  without  either  induration  or  ulceration.  An 
abrasion  of  the  slightest  possible  character,  or  even 
a little  inflamed  patch,  such  as  we  often  see  from 
simple  balanitis,  may  prove  an  infecting  sore.  I am 
sure  that  I have  witnessed  this  repeatedly,  and  have 
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no  hesitation  whatever  in  asserting  that  the  primary 
sore  of  syphilis  is  often  wholly  without  induration. 

Insect  contagion. — In  tropical  practice,  where  non- 
venereal  chancres  are  very  common,  not  a few  probably 
originate  from  insect  contagion.  Mosquitoes  and  fleas 
are  more  especially  to  be  suspected.  The  form  of 
syphilis  which  goes  under  the  name  of  “yaws”  is  prob- 
ably, as  a rule,  originated  in  this  way.  In  England 
I have  on  several  occasions  had  reason  to  suspect 
communication  of  syphilis  by  fleas.  A case  in  which 
the  evidence  seemed  almost  complete  was  that  of  an 
elderly  medical  man,  who  came  to  me  with  an  un- 
questionable secondary  eruption.  He  was  married  and 
denied  any  exposure  to  risk.  He  submitted  willingly 
to  the  inspection  of  all  parts  of  his  body.  Nothing 
in  the  least  suspicious  could  be  discovered,  excepting 
a small  dusky  patch  on  one  leg.  This,  he  said,  was 
the  remains  of  a papule  which  had  followed  the  prick 
of  a flea  which  he  had  acquired  in  an  omnibus.  He 
well  remembered  the  occasion,  for  the  prick  had  been 
attended  by  great  irritation,  and  the  date  fitted  with 
the  suggestion  that  this  had  been  the  primary  sore. 
The  late  Sir  William  Kynsey  has  recorded  many  cases 
of  “ parangi,”  in  Ceylon  practice,  in  which  the  sore 
that  originated  it  had  been  on  one  leg  and  had  been 
attended  by  enlarged  glands  in  the  corresponding 
groin.  He  was,  I believe,  quite  convinced  in  later 
life  that  these  were  really  cases  of  syphilis.  In  some 
of  them  the  infection  was  not  improbably  carried  by 
flies  to  some  abrasion  or  small  sore,  but  in,  perhaps, 
the  majority  it  is  more  likely  to  have  been  due  either 
to  mosquitoes  or  to  fleas. 

Syphilis  without  obvious  chancre;  infection 
through  a wart. — The  matron  of  a maternity  home 
was  brought  to  me  on  account  of  an  eruption  which 
had  been  diagnosed  as  syphilitic.  It  was  characteristic 
and  abundant,  and  had  been  attended  by  some  fever  and 
slight  sore  throat.  It  had  been  present  more  than  a 
month.  I felt  no  hesitation  in  confirming  the  diagnosis, 
and  it  was  subsequently  corroborated  by  the  disappear- 
ance of  all  symptoms  under  mercurial  treatment. 
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The  problem  in  this  case  was  as  to  how  the  disease 
had  been  contracted.  Although  the  patient’s  avocation 
exposed  her  fingers  to  some  risk,  she  denied  having 
had  any  sore  on  them.  She  submitted  willingly  to 
an  examination  of  the  genitals,  and  I found  the 
hymen  perfect,  and  no  trace  of  sore  on  the  vulva. 
On  looking  at  her  hands  I observed  a depressed  scar 
on  one  finger  near  the  side  of  the  nail.  This,  she 
said,  was  the  remains  of  a wart  which  she  had  re- 
peatedly cut  and  which  had  at  one  time  been  painful. 
The  period  at  which  it  was  somewhat  sore  fitted 
exactly  with  the  supposition  that  it  had  supplied  the 
place  of  entrance  for  the  virus.  It  had  never,  how- 
ever, been  very  painful,  and  she  had  not  thought  of 
it  as  a serious  matter.  Nor  had  it  ever  caused,  so 
far  as  she  knew,  any  enlargement  of  the  glands  of  the 
armpit.  It  had  healed  without  treatment. 

I saw  this  patient  a second  time,  four  months 
after  her  first  visit,  when  the  above  statements  were 
confirmed.  She  had  continued  mercury,  and  was  quite 
free  from  symptoms.  I do  not  think  that  there  can 
be  any  reasonable  doubt  that  the  wart  which  had  been 
recently  pared  was  the  site  of  infection.  It  had  never, 
however,  assumed  any  of  the  conditions  which  usually 
denote  a chancre. 

multiple  chancres  In  association  with  scabies 
in  both  parties.— The  occasional  association  of  syphilis 
with  scabies  is  of  more  importance  than  may  appear 
at  first  sight.  The  two  diseases  may  be  caught  on  the 
same  occasion.  The  coincidence  may  not  only  explain 
the  occurrence  of  itching  syphilitic  eruptions,  but  may 
not  improbably  be  the  factor  in  many  cases  of  erratic 
and  unexplained  contagion.  A patient  with  the  syphi- 
litic virus  in  his  blood  and  a scabies  eruption  on 
his  skin  may  become  a most  serious  source  of  danger 
to  those  about  him.  Such  an  eruption  would  be 
attended  with  far  greater  risk  of  communication  to 
others  than  an  ordinary  secondary  rash.  The  latter 
is  not  usually  attended  by  secretion  or  by  abrasions, 
but  in  scabies  the  spots  would  be  scratched  and  would 
bleed,  or  afford  purulent  secretion,  every  particle 
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of  which  might  contain  the  virus.  We  must  also 
remember  that  the  acarus,  if  transferred,  would  not 
improbably  carry  the  poison.  I have  not  often  seen 
scabies  with  syphilis  in  a woman,  but  the  frequency 
with  which  men  are  the  subjects  of  both,  and  believe 
that  they  have  acquired  them  on  the  same  occasion, 
makes  it  probable  that  scabies  does  not  always  deter 
prostitutes  from  following  their  vocation. 

A case  which  I have  to  relate  may  illustrate  what 
is  perhaps  more  common  than  we  suppose  : — 

A gentleman  was  brought  to  me  by  his  surgeon  with 
the  question,  “ How  many  indurated  chancres  may  a 
man  have  at  the  same  time?”  “Any  number,”  was 
my  reply.  “ Well,  this  patient  appears  to  have  eight 
or  nine  at  least,  and,  what  is  curious,  'they  are  not  all 
on  his  genitals.”  The  patient  was  a Jew  and  had 
been  circumcised.  His  penis,  scrotum,  and  pubes  were 
enveloped  in  lint  and  powdered  iodoform,  but  I was 
enabled  to  see  enough  to  feel  sure  that  he  had  at  least 
the  number  of  sores  asserted,  and  that  they  were 
characteristically  indurated  at  their  bases.  One  was 
at  the  meatus,  but  others  were  on  the  skin  of  the 
penis  and  abdomen.  There  were  also  hard  glands  in 
both  groins.  The  patient  volunteered  the  statement  that 
his  paramour  had  freely  manipulated  the  parts;  and, 
on  hearing  this,  his  surgeon  added,  “ And  I have  been 
treating  her  for  scabies  on  her  hands.”  In  addition 
to  the  sores  on  the  lower  abdomen  and  genitals,  there 
were  on  the  upper  arm  and  shoulders  six  or  seven 
papules  quite  irregularly  placed,  and  some  of  which 
were  definitely  indurated.  None  of  these  were  ulcer- 
ated, but  one  of  them  was  as  thick  and  as  large  as 
a shirt-button.  They  were  not  in  the  least  like  a 
secondary  eruption,  and  I have  no  doubt  that  they 
really  were  primary  syphilitic  sores.  They  were  all 
that  remained,  the  patient  said,  of  a more  general 
eruption  which,  in  the  first  instance,  itched  very  much. 
This  eruption  had  disappeared  under  the  use  of  mer- 
curial ointment.  To  complete  the  narrative,  I may 
add  that  the  whole  duration  of  the  troubles  was  about 
two  months,  and  that  the  tonsils  showed  commencing 
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ulceration.  There  was  as  yet  no  secondary  eruption 
distinguishable  from  the  remains  of  the  scabies. 

Chancre  in  connection  with  lice.  — A man, 
usually  continent,  went  astrajr  with  a common  prosti- 
tute in  Marseilles.  It  was  a single  occasion.  He 
was  a medical  man,  and,  naturally,  very  anxious  as 
to  what  might  happen.  He  soon  found  that  he  had 
contracted  lice,  and  he  then  shaved  his  pubes  and 
applied  ointment.  Nothing  whatever  appeared  on  his 
penis,  but  a small  sore  which  he  attributed  to  the 
parasites  formed  on  the  skin  of  the  abdomen  amongst 
the  pubic  hair.  This  sore  never  indurated  in  the 
least,  and  was  never  larger  than  half  a pea.  Soon 
after  it  was  observed,  a hard  gland  was  noticed  in 
the  corresponding  groin.  As  the  sore  did  not  harden, 
its  true  nature  was  not  suspected  and  no  special 
treatment  was  adopted.  In  course  of  time  a very 
abundant  roseolous  eruption  covered  the  whole  trunk. 
With  this  he  came  under  my  observation  on  Novem- 
ber 25th,  1894.  The  rash  was  characteristic — one  of 
the  most  abundant  that  I have  ever  seen — and  there 
were  small  filmy  sores  on  his  tonsils.  The  pubic  sore 
had  for  long  been  healed,  but  a florid  scar  as  large 
as  a split  pea  marked  its  site.  There  were  hard 
glands  in  both  groins. 

The  dates  given  me  were  : Exposure,  September  6th  ; 
sore  and  enlarged  gland  observed,  September  26th ; 
eruption,  November  19th ; sore  throat,  November  25th. 

I think  it  very  probable  that  the  infecting  sore 
(the  chancre)  in  this  case  was  caused  by  the  puncture 
of  a pediculus  freshly  arrived  from  a syphilitic 
hostess. 


CHAPTER  V 


SYPHILIS  IN  CONNECTION  WITH  VACCINATION, 
CIRCUMCISION,  ETC. 

Since  the  publication  of  the  first  edition  of  this 
manual,  the  subject  of  vaccination-syphilis  has  to  a 
large  extent  lost  its  interest.  During  the  twenty-two 
years  which  have  elapsed,  no  new  cases  of  the  communi- 
cation of  syphilis  by  vaccination  have  been  brought 
to  my  knowledge.* *•  The  introduction  of  calf-lymph 
into  general  use  has,  it  may  confidently  be  hoped, 
made  such  accidents  all  but  impossible.  Although, 
however,  the  subject  has  thus  happily  lost,  almost 
wholly,  its  practical  importance,  the  facts  which  con- 
cern it  still  constitute  a very  interesting  chapter  in 
the  history  of  syphilis.  I shall,  therefore,  deal  with 
them  in  some  detail.  In  close  association  with  them 
are  those  which  concern  the  communication  of  the 
disease  in  the  rite  of  circumcision,  and  with  both  must 
be  taken  those  of  non-venereal  syphilis  in  general. 

General  remarks  on  vaccination-syphilis. — 
1.  What  are  we  to  infer  from  the  circumstance  that , 
when  syphilis  is  conveyed  in  the  practice  of  vaccina- 
tion, it  does  not  affect  all  of  those  vaccinated  from  the 
tainted  source  ? Clearly,  I think,  we  must  believe  that 
the  specific  poison  of  syphilis  is  either  not  contained 
in  pure  vaccine  lymph  at  all,  or  that  it  may  chance 
not  to  be  equally  diffused  through  it.  In  my  first 

* In  the  years  1871  and  1872  I had  occasion  to  investigate  two  series 
of  cases  in  which  syphilis  had  been  conveyed  to  several  persons  by 
vaccination.  The  facts  concerning  them  were  communicated  to  the 
Royal  Medical  and  Chirurgical  Society,  and  committees  were  appointed 
to  see  the  patients  and  report  upon  them.  They  were  afterwards 
summarised  in  my  “ Illustrations  of  Clinical  Surgery,”  and  in  both  places 
of  publication  (hut  in  the  latter  alone  of  life  size)  coloured  portraits 
were  given.  (See  Transactions  of  the  Society,  vols.  liv.  and  lvi.,  and 

*•  Clinical  Illustrations,”  vol.  i.  p.  113  et  seq.) 
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series  of  cases,  two  patients  out  of  twelve  were  success- 
fully vaccinated,  and  wholly  escaped  syphilis;  in  the 
second  series,  out  of  about  twenty-six  more  than  half 
escaped  ; and  in  the  third,  only  one  out  of  twelve  was 
known  to  have  suffered;  whilst  in  the  fourth,  only  one 
suffered,  and  six  or  eight  escaped. 

In  the  first  and  second  series  it  was  repeatedly 
observed  that,  in  those  who  contracted  syphilis,  some 
of  the  vaccination  punctures  developed  chancres,  and 
others  did  not.  There  cannot  be  the  slightest  doubt 
that  it  is  quite  easy  to  vaccinate  from  a tainted 
vaccinifer  without  conveying  syphilis,  nor,  on  the 
other  hand,  that  it  is  possible  to  convey  syphilis  either 
with  or  without  the  production  of  a normal  vaccine 
vesicle.  Now,  the  supposition  that  it  is  almost  essential 
to  convey  some  of  the  cell  elements  of  the  blood  in 
order  to  convey  syphilis,  seems,  to  my  mind,  the  most 
probable  explanation.  Presumably  it  is  not  necessary 
that  these  elements  should  be  visibly  red.  That  the 
vaccine  virus  in  a pure  state  cannot,  as  a rule,  pro- 
duce syphilis,  seems  probable,  since,  in  several  re- 
corded instances,  vaccination  has  been  inadvertently 
performed,  on  a considerable  scale,  from  a child  who 
was  subsequently  found  to  be  syphilitic,  yet  without 
ill  consequences.  It  is  probable  that  in  a great  number 
of  instances,  in  addition  to  those  placed  on  record, 
this  has  happened,  and  the  evidence  supplied  by  them 
in  reference  to  the  impotency  of  pure  vaccine  lymph 
in  the  production  of  syphilis  is  very  strong.  On  the 
other  hand,  experience  has  fully  proved,  and  more 
especially  the  well-recorded  experiment  of  Professor 
Pelizzari,  that  the  blood  of  a patient  in  the  secondary 
stage  of  syphilis  can,  when  inoculated,  produce  a 
chancre  which  will  be  followed  by  the  usual  syphilitic 
phenomena.  The  facts  in  the  case  referred  to  afford, 
as  regards  dates,  etc.,  a very  exact  parallel  with  what 
was  observed  in  all  the  cases  of  vaccination-syphilis 
which  I have  recorded. 

2.  Next  we  may  ask,  Is  it  absolutely  necessary  that 
blood  should  he  drawn  in  vaccination  in  order  to 
convey  syphilis  1 It  seems  almost  certain  that  it  is 
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not.  At  any  rate,  there  is  not  the  least  evidence  in 
three  of  the  series  of  cases  which  I have  recorded 
that  the  lymph  used  was  visibly  contaminated  with 
blood.  The  vaccinator  in  each  of  these  instances 
asserted  that  it  was  his  habit  most  scrupulously  to 
avoid  making  the  vesicle  bleed.  Probably  it  is  quite 
sufficient  to  allow  the  vesicle  to  drain  or  weep.  With 
this  drainage,  no  doubt,  corpuscular  elements  of  the 
blood  and  tissues  become  free.  According  to  this  sup- 
position, as  soon  as  the  first  contents  of  the  vesicle 
are  exhausted  the  risk  begins.  It  is  well  known  that 
it  is  the  custom  of  many  experienced  vaccinators  to 
allow  the  ruptured  vesicle  “ to  weep,”  and  to  continue 
to  employ  its  secretion  long  after  the  exhaustion  of 
its  original  contents.  It  is,  however,  after  Dr.  Cory’s 
experiment,*  no  longer  possible  for  us  to  doubt  that 
“ first  lymph  ” and  lymph  apparently  quite  pellucid 
may  convey  svphilis. 

3.  If  the  syphilitic  virus  and  the  vaccine  virus  he 
implanted  at  one  and  the  same  time , what  will  he  the 
course  of  events  ? The  cases  recorded  show  conclusively 
that,  if  the  patient  be  susceptible  to  vaccination,  the 
vesicle  may  pass  through  all  its  own  stages  in  the 
most  characteristic  manner.  Then,  after  healing  of 
the  vaccination  sore,  and  at  the  end  of  about  a 
month  or  five  weeks  from  the  inoculation,  the  syphi- 
litic virus  begins  to  show  its  effects,  and  the  scar 
becomes  irritable,  inflames,  and  indurates.  Although 
this  course  is  the  usual  one,  it  is  not  invariable, 
and  deviations  from  it  may  be  observed  in  connection 
probably  with  the  patient’s  state  of  health  and  tissue- 
proclivities. 

In  these  exceptional  cases  the  vaccination  sore 
never  heals,  and  the  pus-scab,  which  forms  over  it, 
combines  with  the  inflammatory  swelling  around  to 
conceal  the  nature  of  the  specific  changes  which  sub- 
sequently occur.  Should  the  vaccination  not  have 
“ taken,”  it  is  usual  for  the  puncture  to  heal,  and  for 

* Dr.  Cory  inoculated  himself  with  clear  lymph  carefully  taken  from 
the  vaccine  pocks  of  a syphilitic  infant,  and  produced  chancres  which 
were  followed  by  syphilis. 
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the  patient  to  think  no  more  about  it  until  specific 
inflammation  begins  at  the  end  of  the  month. 

4.  What  are  the  usual  characters  of  the  vaccination 
chancre  ? As  already  stated,  the  amount  of  inflam- 
matory effusion  on  the  surface  of  the  sore,  and  of 
inflammatory  oedema  at  its  base,  may  in  certain  cases 
be  considerable.  In  several  of  the  cases  in  my  second 
series  the  specific  characters  of  the  chancre  were  in  this 
way  quite  concealed.  In  these  instances  the  patients 
were  children.  In  the  man  who  was  the  subject  of 
my  third  observation,  the  history  was  that  the  sore 
had  been  very  acutely  inflamed,  so  much  so  that  the 
surgeon  several  times  cauterised  it,  and  probably  it 
was  on  the  verge  of  phagedsena.  These  conditions 
are,  however,  exceptional,  and  in  a usual  way  the 
vaccination-chancre  shows  but  little  tendency  to  excess 
of  inflammation.  In  some  cases  it  does  not  even 
ulcerate.  It  begins  as  a little,  red,  firm,  glossy  tubercle, 
which  gradually  increases  in  size  and  becomes  harder. 
At  the  end  of  a fortnight,  or  earlier,  it  usually 
ulcerates  and  presents  a sore  remarkable  for  its  small 
amount  of  secretion  and  for  the  hardness  of  its  base 
and  edges.  The  cases  in  which  no  mercury  was  given 
show  that  it  may  last  for  some  months  before  it 
heals.  After  healing,  it  leaves  a dusky  brown  scar, 
very  different  indeed  from  that  of  normal  vaccination. 
The  pigmentation  around  the  scar,  as  in  other  syphilitic 
scars,  will  vary  with  the  complexion  of  the  patient, 
and  is  always  greatest  in  those  who  are  dark. 

5.  What  treatment  ought  the  vaccination-chancre  to 
receive  ? I can  feel  no  doubt  that  should  a vaccina- 
tion scar  take  on  the  induration  characteristic  of  a 
chancre,  and  should  the  other  facts  of  the  case  corro- 
borate the  suspicion,  it  is  the  surgeon’s  duty  without 
delay  to  begin  the  administration  of  mercury.  The 
cases  which  I have  recorded  show  in  the  strongest 
possible  light  the  great  difference  in  result  between 
those  in  which  mercury  was  given  and  those  in  which 
nothing  was  done.  In  my  first  series  of  cases  the 
nature  of  the  accident  was  recognised  during  the  sixth 
week  after  vaccination,  and  prior  to  the  occurrence 
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of  any  well-marked  secondary  symptoms.  In  all  the 
patients,  excepting  one,  mercury  was  at  once  ad- 
ministered, and  in  all  these  the  progress  of  the  chancre 
was  immediately  arrested  and  rapid  cure  resulted.  For 
a considerable  period  no  secondary  symptoms  showed 
themselves,  and  the  success  of  the  treatment  was  such  as 
to  induce  not  a few  observers  to  doubt  the  correctness 
of  the  diagnosis.*  Subsequently,  however,  secondary 
symptoms  showed  themselves  in  one  or  two  of  the 
patients.  Although  but  very  slight,  they  were  so  well 
characterised  as  to  put  all  scepticism  about  the  nature 
of  the  disease  out  of  question. 

Supposed  examples  of  syphilis  after  vaeeina- 
tion  : not  really  sneli. — It  is  now  nearly  forty  years 
since  the  two  series  of  cases  occurred  which  drew  so 
much  attention  to  the  subject  of  vaccinal  syphilis. 
About  the  same  time  several  other  isolated  cases 
of  undoubted  character  were  recorded.  Before  these 
events  almost  the  entire  British  profession  had  been 
sceptical  as  to  the  possibility  of  transmitting  syphilis 
by  vaccination.  Some  series  of  cases,  however,  few  in 
number  but  quite  as  conclusive,  had  been  recorded  on 
the  Continent.  These,  supported  as  they  unfortunately 
were  by  our  English  experience,  led  to  the  universal 
acceptance  of  the  belief  that  such  transmission  was  a 
thing  to  be  feared,  and  suggested  greatly  increased 
precautions.  It  is  now  a fact  of  the  deepest  interest 
and  a cause  of.  great  congratulation  that,  despite  the 
vigilance  of  anti-vaccinators  and  their  zeal  in  dragging 
such  cases  to  the  light,  no  considerable  series  of  cases 
has  since  then  been  recorded.  A few — a very  few — 
isolated  cases  have  undoubtedly  occurred.  The  pro- 
tracted inquiry  of  the  Vaccination  Commission  did 
not  discover  more  than  three  such,  and  in  only  one  of 
these  did  more  than  a single  infant  suffer.  At  the 
same  time,  it  exposed  the  fallacies  which  underlay  the 
diagnosis  in  several  cases  that  had  been  certified  as 
syphilis  but  were  not  so. 

In  an  early  volume  of  my  Archives  I published 

* These  cases  were  investigated  by  a committee  of  the  Royal  Medical 
and  Chirurgical  Society. 
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several  examples  of  gangrenous  inflammation  of  the  skin 
around  the  vaccine  pocks  in  which  death  had  resulted, 
and  in  which  there  had  been  much  difficulty  in  deter- 
mining that  the  disease  was  not  syphilis.  In  more 
than  one  of  these  some  eruption  had  occurred,  and 
in  one  there  had  been  periostitis,  yet  the  evidence 
seemed  to  make  it  almost  certain  that  the  illness  was 
vaccinia,  and  not  syphilis.  I have  recently  published 
several  other  cases  in  demonstration  of  the  difficulty 
of  diagnosis  between  the  eruptions  due  to  vaccinia  and 
those  of  syphilis. 

We  may  profitably  remember  that  the  protozoon 
which  produces  variola  and  vaccinia  is  possibly  not 
distantly  related  to  the  spirillum  of  syphilis.  Thus 
we  need  not  be  surprised  that  the  resulting  fever  and 
local  symptoms  should  in  some  features  bear  a mutual 
resemblance.  One  of  the  syphilitic  eruptions  looks 
like  variola. 

Case  in  which  vaccinia  simulated  syphilis. — 

The  case  which  I record  below  adds  another  to  the 
group  to  which  I have  referred.  The  arm  inflamed, 
the  vaccine  sores  coalesced  and  became  surrounded 
by  brawny  induration.  An  eruption  appeared,  and 
the  case  was  diagnosed  as  syphilis  communicated  by 
vaccination.  Apparent  benefit  from  mercury  appeared 
to  confirm  this  suspicion,  but  it  is  to  be  remarked 
that,  in  spite  of  this  benefit,  the  infant  died.  The 
dates,  however,  as  will  be  seen  in  the  appended 
schedule,  are  conclusively  against  the  idea  of  vaccinal 
syphilis.  In  the  latter  the  induration  of  the  pock 
begins  in  the  fourth  week,  and  is  usually  limited,  at 
any  rate  for  a time,  to  the  pocks  infected.  In  this 
instance  the  inflammation  began  on  the  eleventh  day, 
and  the  pocks  were  gangrenous  on  the  fourteenth,  and 
the  eruption  was  out  in  the  third  week.  Moreover, 
the  lymph  which  had  been  used  was  calf-lymph.  It  is 
very  important  that  all  such  narratives  should  be 
carefully  sifted,  and  that  they  should  not  be  permitted 
to  stand  on  record  to  the  prejudice  of  vaccination. 

The  following  are  the  facts  : — An  infant,  aged  six 
weeks,  died  in Hospital  seven  weeks  after  vaccina- 
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tion,  and  the  cause  of  death  was  certified  as  “ Vaccinal 
syphilis.  Marasmus.”  The  following  schedule  displays 
the  principal  details  of  the  case  : — 


DATE 

WEEK 

DETAILS 

June  25  ... 

— 

Born  in  a workhouse.  Vaccinated  from  calf- 
lymph  on  the  sixth  day  (July  1).  A puny 
child. 

July  2 ... 

First 

week 

The  vaccination  at  first  appeared  to  be  doing 
well.  Entered  as  “ successful.” 

J uly  9 ... 

Second 

week 

Left  workhouse  on  11th,  the  pocks  being 
then  inflamed.  On  thirteenth  day  the  vesicles 
had  coalesced,  and  there  was  gangrenous 
ulceration  commencing. 

July  16  ... 

Third 

week 

A “ rose  rash  ” appeared  on  face,  neck,  and 
arm  (mother’s  statement).  On  22nd  taken  to 
Hospital. 

July  23  ... 

Fourth 

Mercury  given.  Increasing  emaciation. 

week 

Tripartite  ulcer  on  arm,  with  hard  edges  and 
sloughing  centre.  Rash  on  head,  neck,  and 
arms,  and  to  less  extent  on  other  parts. 

July  31  ... 

Fifth 

week 

Induration  much  less,  and  sore  closing  and 
looking  more  healthy.  Child  very  feeble. 

August  18 

Sixth 

week 

Sore  healing.  Death.  No  lesions  whatever 
found  at  autopsy. 

It  was  chiefly  the  presence  of  a “ rose  rash,”  which 
persisted  some  days  and  became  more  or  less  macular 
and  scaly,  that  led  to  the  diagnosis  of  syphilis.  This 
rash  had,  however,  made  its  appearance  in  the  third 
week  after  vaccination,  and  it  is  therefore  impossible 
that  it  should  have  been  specific. 

The  induration  of  the  base  of  the  ulcer  was  also 
another  feature  which  seemed  to  support  the  diagnosis. 
This  induration  was,  however,  well  marked  at  the  end 
of  three  weeks  from  the  vaccination,  and  it  involved  all 
the  pocks.  It  was  probably  only  the  brawny  hardening 
which  often  attends  inflammation  with  sloughing. 

The  infant  was  one  of  twins.  Both  were  vaccinated, 
but  the  boy,  in  whom  the  vaccination  had  shown 
nothing  abnormal,  died  (“  wasted  away  ”)  four  weeks 
later. 
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If  it  be  suggested  that  probably  the  infants  were 
the  subjects  of  inherited  taint,  I can  only  reply  that 
precisely  similar  occurrences  have  been  noted  in  other 
cases  in  which  that  hypothesis  was  not  sustained.  In 
this  instance  no  negative  facts  were  obtainable,  but 
at  the  same  time  there  were  none  in  corroboration.  I 
cannot  doubt,  having  regard  to  all  the  facts,  that  the 
case  was  one  of  death  from  vaccinia  in  a feeble  twin 
infant. 

Precautions. — Foremost  amongst  the  means  by 
which  we  may  hope  to  prevent  the  conveyance  of 
syphilis  by  vaccination,  I would  put  the  diffusion 
of  the  knowledge  amongst  the  profession  that  such 
accidents  are  possible.  Until  my  original  papers  were 
published,  almost  the  whole  British  profession  was 
incredulous  on  this  point;*  and,  in  spite  of  the  pub- 
licity which  was  then  given  to  the  facts,  there  still 
remain,  I believe,  some  who  are  either  uninformed  or 
unconvinced.  The  vaccinator  who  proceeds  in  his  duties 
with  the  fear  of  syphilis  before  him  can,  I think, 
incur  but  little  risk  in  the  matter.  He  will,  in  the 
first  place,  select  his  vaccinifer  carefully,  avoiding  all 
children  whose  parents  are  not  known  to  him.  He 
will,  for  the  most  part,  avoid  all  first-born  children, 
and  wait  until,  by  the  development  of  one  healthy 
child,  some  guarantee  of  freedom  from  taint,  on  the 
part  of  the  parents,  has  been  given.  There  certainly 
cannot  be  any  difficulty,  under  ordinary  circumstances, 
in  procuring  vaccinifers  who  are  absolutely  free  from 
risk.  Next  to  the  scrupulous  selection  of  the  child 
from  whom  to  vaccinate,  comes  the  obvious  precaution 
of  avoiding  the  admixture  of  blood  and  of  recent 
exudation  from  the  walls  of  the  vesicle. 

I have  left  the  above  cautions  as  they  were  written 
twenty  years  ago.  The  almost  universal  employment 
of  calf-lymph  now  renders  them  for  the  most  part 
unnecessary. 

On  syphilis  conveyed  in  circumcision. — It  had 

been  assumed  that  when  syphilis  is  conveyed  to  Jewish 

* See  answers  to  queries,  in  the  “ Government  Report,”  from  all  the 
leading  members  of  the  profession. 
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infants  in  the  operation  of  circumcision,  it  is  usually 
due  to  the  practice  of  the  operator  of  putting  the  penis 
into  his  mouth.  It  fell  to  my  lot,  many  years  ago, 
to  have  to  investigate  a group  of  cases  to  which  this 
explanation  would  not  apply.  The  priest  who  had  done 
the  operations  assured  us  that  he  never  sucked  the 
penis,  and  he  was,  besides,  a man  of  advanced  age, 
and  himself  wholly  free  from  syphilis.  The  facts  were 
briefly  these  : During  a period  of  about  six  weeks 

this  man  had  been  conveying  syphilis  to  his  patients ; 
not  to  all  of  them,  but  to  one  now  and  then.  He 
was  in  large  practice,  and  the  great  majority  of 
those  circumcised  by  him,  during  this  period,  had 
wholly  escaped.  I saw  the  cases  in  conjunction  with 
my  friend  Mr.  Charles  Macnamara,  and  we  were 
shown  seven  young  children,  all  of  whom  had  the 
circumcision-wound  still  unhealed,  and  the  symptoms 
of  syphilis  were  present  in  every  case.  The  group 
illustrated  in  a very  instructive  manner  many  of  the 
laws  of  syphilis,  and  to  the  lessons  to  be  derived 
therefrom  I shall  presently  advert. 

In  the  first  place  I will  show  how  the  contagion 
had  been  effected.  We  examined,  to  begin  with,  the 
operator  himself.  He  had  no  sore  on  his  hands, 
nor  had  he  the  slightest  indication  of  having  ever 
suffered  from  syphilis.  His  instruments — a knife  and 
thin  metal  shield — were  clean  (as  might  be  expected 
when  shown  to  us),  and  he  asserted  that  he  invariably 
washed  them  after  each  operation.  This  statement 
might  go  for  what  it  was  worth,  but  it  will,  I think,  be 
admitted  to  be  most  improbable  that  contagion  could 
be  conveyed  by  a knife,  which  was  in  daily  use,  over 
a period  as  long  as  six  weeks.  This  consideration 
obliged  us  to  put  aside  suspicion  as  to  the  metal  in- 
struments. A clue  was  given  us  on  our  being  told  that 
it  was  the  custom  of  the  priest  to  take  the  foreskin 
home  with  him,  in  order  that  it  might  be  ceremonially 
burnt.  Before  hearing  this,  I had  got  a strong  im- 
pression that  the  vehicle  of  contagion  must  have  been 
the  lint  used  for  dressing.  On  our  asking  where  he 
put  the  foreskin,  he  told  us  that  he  always  placed  it 
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in  his  instrument  box,  under  the  lint,  adding,  “ See 
here,  this  is  the  place;  you  can  see  the  stains.”  There, 
sure  enough,  on  the  silk  lining  of  his  box  were  abun- 
dant stains  of  blood,  and  apparently  of  pus.  Here 
prepuce  after  prepuce  had  been  placed,  the  fresh  blood 
of  one  re-moistening  the  dried-up  fluids  left  by  its 
predecessors,  and  directly  on  these  were  laid  the  strips 
of  lint  which  were  to  be  used  as  dressings.  The 
discovery  seemed  to  fit  precisely  with  the  facts.  No 
doubt  the  beginning  had  been  the  circumcision  of  a 
syphilitic  infant.  Our  informant  told  us  that  in  the 
case  of  delicate  children  the  rite  was  often  deferred 
for  some  months,  and  thus  it  was  quite  possible  that 
a child  in  whom  the  disease  was  fully  developed  might 
have  been  its  subject. 

Amongst  the  features  of  interest,  apart  from  the 
mode  of  contagion,  which  this  series  of  cases  illus- 
trated, were  the  following  : the  very  unequal  severity 
of  the  disease,  even  when  derived  from  the  same 
source;  the  varying  conditions  of  the  primary  sore; 
and  the  association  of  suppurating  buboes  with  in- 
fecting sores.  Mr.  Macnamara  and  myself  were  shown 
seven  infants  at  the  same  time.  In  only  one  of  these 
could  it  he  said  that  any  part  of  the  circumcision 
wound  was  definitely  indurated.  In  most  it  was  large 
and  ragged,  and  in  two  it  had  partly  destroyed  the 
glans  by  a mild  form  of  phagedsenic  action.  Two  of 
the  infants  were  fat,  and  apparently  healthy,  although 
both  showing  eruption  Two  were  emaciated  and  very 
ill,  and  two  moderately  so.  One  looked  so  feeble  as 
to  suggest  the  belief  that  it  would  not  recover,  and, 
as  a matter  of  fact,  it  died  a fortnight  later.  In 
this  case  the  infant  was  quite  well  up  to  the  time  of 
circumcision.  There  was  a rumour  that  one  or  two 
other  infants,  whom  we  did  not  see,  had  died  of  the 
disease.  In  some  of  the  infants  the  eruption  was  very 
scanty,  in  others  copious.  All  had  enlarged  glands  in 
the  groins,  and  in  two  suppuration  had  occurred  on 
both  sides,  open  sinuses  being,  still  present.  In  those 
in  whom  abscess  had  not  occurred,  the  buboes  were  yet 
of  unusual  size. 
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It  was  impossible  to  obtain  any  accurate  dates  or 
statements  as  to  the  progress  of  the  circumcision  sores. 
In  all  the  cases  the  infant  had  passed  from  under 
the  observation  of  the  priest,  it  being  supposed  that 
all  was  doing  well.  In  most,  at  the  end  of  about  a 
month,  it  had  been  noticed  that  the  partially  healed 
wound  was  re-opening  and  inflamed.  Some  one  part 
of  the  wound  was  always  specially  affected  in  the  first 
instance. 

I feel  confident  that  the  narrative  just  given  dis- 
closes the  mode  by  which  infection  in  the  practice  of 
circumcision  is  usually  effected.  It  seems  very  prob- 
able, although  not  previously  suspected,  that  this  was 
the  method  of  contagion  in  most  of  the  like  cases 
recorded  by  other  observers.  In  particular,  I would 
venture  to  refer  to  those  given  by  M.  Ricord,  and  to 
a series  more  recently  published  by  Dr.  Taylor,  of 
New  York.  The  latter  observer,  to  whose  diligence 
syphilography  already  owed  much,  has  published  his 
cases  with  his  accustomed  accuracy  and  care,  though 
perhaps  with  a degree  of  scepticism  which  many  of 
his  readers  wrill  not  be  able  to  share.  His  facts, 
although  on  a somewhat  smaller  scale,  bear  a most 
remarkable  similarity  to  my  own.  Four  children 
suffered  who  had  been  circumcised  by  the  same  operator 
(not  a surgeon)  during  a period  of  four  months. 
Other  infants,  operated  on  during  the  same  period  by 
the  same  man,  and  with  the  same  instruments,  had 
wholly  escaped.  There  was  not  the  slightest  reason  to 
think  that  the  operator  had  syphilis  himself  ; and, 
further,  he  denied  that  it  was  his  custom  to  put  the 
penis  into  his  mouth.  In  most  of  the  cases  the  whole 
length  of  the  circumcision  wound  had  inflamed  and 
ulcerated.  In  two  it  is  stated  to  have  first  healed, 
and  afterwards  re-opened  ; in  one  it  became  definitely 
and  characteristically  indurated;  and  in  another  it 
became  phagedsenic,  and  destroyed  almost  the  wdiole 
penis.  In  three  of  the  children  the  inguinal  glands 
suffered  severely,  and  in  two  they  suppurated.*  Three 

* The  only  case  in  which  ihe  glands  did  not  inflame  was  that  in  which 
phagedaena  destroyed  the  penis. 
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out  of  the  four  children  died.  Only  in  one  case  had 
Dr.  Taylor  the  whole  of  the  facts  supporting  the 
diagnosis  of  syphilis  under  his  own  eyes;  but  the 
facts  which  he  mentions  as  regards  the  others  can,  1 
think,  notwithstanding  Dr.  Taylor’s  hesitation,  leave 
no  doubt  as  to  the  diagnosis.  The  severe  and  ex- 
tensive inflammation  of  the  wound,  its  tendency  to 
phagedsena,  and  the  inflammatory  implication  of  the 
glands,  are  exactly  the  conditions  which  were  present 
in  my  own  cases. 

Dr.  Taylor’s  descriptions  are  admirably  complete, 
and  writh  most  of  his  conclusions  I fully  concur.  In 
the  case  of  a child  who  had  an  indurated  cicatrix 
and  a syphilitic  rash,  both  present  at  the  time  it 
was  under  observation,  one  fact  is  noted  which  is  of 
especial  interest  to  myself.  The  mother  of  the  child 
assured  Dr.  Taylor  that  the  circumcision  wound  had 
in  the  first  instance  healed  well,  and  that  it  did  not 
take  on  induration  until  two  months  after  the  opera- 
tion. This  unusually  long  period  of  incubation  leads 
Dr.  Taylor  to  question  whether  the  contamination  did 
really  occur  at  the  time  of  the  circumcision.  Making, 
however,  a little  allowance  for  inaccuracj^  on  the  part 
of  the  mother  as  to  dates,  and  assuming  that  the 
sore  took  a week  or  ten  days  to  develop  into  a con- 
dition which  attracted  her  attention,  there  is  nothing 
very  unusual  in  the  period  of  incubation  alleged.  I 
have  repeatedly  and  long  ago  tried  to  show  that  the 
incubation  period  is  ordinarily  longer  than  is  sup- 
posed, and  that  it  is  exceptional  for  it  to  be  less  than 
five  weeks. 

Nipple  clinnci’es. — I was  consulted  in  the  following 
case  when  legal  proceedings  were  threatened,  but  I 
never  saw  any  of  the  patients.  A married  woman 
was  treated  for  syphilis  some  time  after  her  marriage 
and  when  already  pregnant.  She  was  prematurely 
confined  of  a dead  seven-months  child.  Having  again 
become  pregnant,  she  was  advised,  if  the  child  should 
be  viable,  to  procure  a -wet-nurse  for  it.  This  advice 
was  carried  out.  The  child  appeared  quite  healthy  at 
time  of  birth,  and  remained  so  for  five  wreeks,  when 
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it  displayed  specific  symptoms,  and  after  a short 
period  died  suddenly.  The  wet-nurse  developed  “ a 
well-marked  chancre  on  the  areola  of  one  nipple,” 
which  was  followed  by  secondary  symptoms.  This  wet- 
nurse  was  a respectable  married  woman.  Her  husband 
placed  the  case  in  the  hands  of  a solicitor,  and  claimed 
as  damages  one  thousand  pounds  from  the  two  medical 
men — a family  practitioner  and  a consultant — who  had 
sanctioned  the  wet-nursing.  It  was  necessary  to  com- 
promise by  a very  liberal  payment. 

Eyebrow  chancre. — A case  has  been  recently  re- 
called to  my  memory  by  my  colleague,  Mr.  Waren  Tay, 
in  which  a young  man  came  under  our  joint  observa- 
tion at  the  London  Hospital  with  a chancre  on  his 
eyebrow.  He  alleged  that  it  had  followed  a fall  in 
which  he  cut  his  brow  on  the  kerbstone.  On  question- 
ing him,  it  came  out  that  a companion  had  sucked  the 
wound.  One  of  our  dressers  zealously  undertook  to  see 
this  companion,  and  found  that  he  had  syphilitic  sores 
at  the  corners  of  his  mouth. 

Case  ill  which  the  lip  and  the  penis  were 
infected  at  the  same  time  with  very  different 
results.— An  interesting  case,  in  illustration  of  the 
relation  of  the  “ soft  sore  ” to  syphilis,  and  in  de- 
monstration that  ulcers  may  form  immediately  after 
exposure  and  remain  unhealed  and  non-indurated 
during  the  whole  period  of  incubation,  is  afforded  in 
the  following  narrative  : — 

Mr.  H.  was,  about  July  20th,  1883,  exposed 

to  the  risk  of  infection.  His  prepuce  cracked  near 
its  free  edge,  and  some  sores  formed  immediately, 
which  he  was  told  were  “ soft.”  For  these  he  remained 
long  under  treatment.  Between  five  and  six  weeks 
after  this  exposure  a sore  was  noticed  on  his  lip, 
and  at  the  end  of  the  tenth  week  he  came  to  me  with 
a large  indurated  chancre  on  his  lower  prolabium 
and  a blotchy  eruption  on  the  abdomen  and  chest. 
He  considered  that  the  “ soft  ” sores  on  his  prepuce 
were  getting  well,  but  in  reality,  though  just  healed, 
they  were  taking  on  induration.  There  could  be  no 
doubt  in  this  case  that  the  contagion  to  the  lip  and 
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to  the  penis  took  place  at  the  same  time,  yet  we  may 
instructively  note  the  marked  difference  in  the  local 
results.  On  the  lip  nothing  was  noticed  until  nearly 
six  weeks  had  elapsed;  whereas  on  the  penis,  soft 
sores,  so-called,  were  present  during  the  whole  interval. 
Characteristic  induration  took  place  in  both  parts 
almost  simultaneously,  that  is,  in  the  seventh  or 
eighth  week.  Its  amount  was  far  greater  on  the  lip 
than  on  the  prepuce. 

Chancre  on  the  check  not  to  he  distinguished 
from  a soft  sore ; large  suppurating  Imho. — Dr. 

Ludwig,  then  of  Finsbury  Square,  once  brought  me  a 
very  interesting  case  of  chancre  on  the  face.  The  sore 
was  a little  external  to  the  left  commissure  of  the 
lips.  It  was  an  ulcer  about  as  big  as  a fourpenny-bit, 
with  soft  inflamed  edges,  and  covered  with  a pus- 
scab.  There  was  not  the  slightest  approach  to  specific 
induration  about  it,  and  nothing  in  the  least  sug- 
gestive of  its  true  nature  as  an  infecting  chancre. 
Dr.  Ludwig,  whose  skill  and  experience  were  both  of 
them  great,  had  not  entertained  a suspicion  as  to  its 
specific  nature  until  a rash  appeared.  A few  days 
before  the  patient  was  brought  to  me,  he  became  covered 
with  a papular  and  scaly  rash,  about  which  there 
could  be  no  mistake.  Not  only  was  the  ulcer  much 
more  like  what  is  popularly  known  as  a “ soft  sore/' 
but  the  bubo  corresponded  with  it.  The  latter  was  a 
large  mass  as  big  as  a fist,  which  concealed  the  angle 
of  the  jaw,  and  had  been  very  painful.  It  was  on 
the  point  of  suppurating,  if,  indeed,  it  had  not  already 
done  so. 

This  case  may  be  added  to  many  others  on  record 
in  proof  that  the  identification  of  chancres  when  oc- 
curring on  other  parts  than  the  genitals  is  often  very 
difficult,  and  that  the  phenomena  which  are  supposed 
to  be  distinctive  between  hard  and  soft  sores  are  often 
mixed. 

A difficult  case. — A patient  who  was  sent  to  me 
from  the  South  of  England  in  1906  presented  diffi- 
culties of  which  until  the  very  end  of  my  inquiry  I 
could  see  no  possible  explanation.  Apparently  it  was 
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a case  of  syphilis  without  any  trace  of  primary  sore. 
He  was  a married  man  of  middle  age,  who  denied 
any  exposure  to  risk,  and  who  had  never  observed  on 
any  part  of  his  person  anything  which  could  be  sus- 
pected of  being  a primary  infection.  Yet  he  was  covered 
with  a papular  eruption  of  a fortnight’s  duration, 
about  which  there  could  be  no  question.  He  had  been 
carefully  examined,  without  result,  by  two  surgeons 
before  he  was  sent  to  me.  I had  him  stripped,  and 
inspected  every  part  of  his  surface,  and  found  only 
the  abundant  secondary  eruption.  There  was,  how- 
ever, a hard  gland  in  his  left  axilla.  Questions  being 
pressed  as  to  whether  he  had  not  had  a sore  on  the 
hand  of  that  limb,  he  recalled  a bicycle  accident  which 
caused  a sore  on  the  left  elbow,  and  showed  me  a 
white,  very  superficial,  and  inconspicuous  scar  which 
had  resulted.  In  the  accident  he  had  been  knocked 
down,  and  his  clothing  punctured  at  various  places 
by  one  of  his  own  wheels.  There  had  been  three 
punctures  in  the  calf  of  the  right  leg,  besides  the  one 
on  the  elbow.  They  were  none  of  them  considered 
serious  at  the  time,  but  on  the  following  day  he 
showed  them  to  a surgeon,  chiefly  because  he  wished  for 
a certificate.  The  surgeon  did  not  wash  them  nor  dis- 
turb the  blood-crusts  which  were  on  them.  The  sores 
gave  no  trouble,  but  were  slow  in  healing.  The  patient 
now  showed  me  the  three  scars  on  his  calf,  and  told 
me  that  his  wife  had  remarked  to  him,  a week  or  two 
before  the  eruption  appeared,  that  they  were  still 
noticeable.  These  were  all  small,  none  bigger  than  a 
threepenny-bit,  but  two  of  them  were  dusky,  surmounted 
by  a scab-crust,  and  distinctly  hard  at  their  bases. 
They  were  clearly  not  part  of  the  eruption,  although 
I had  in  the  first  instance  so  regarded  them,  and  the 
history  was  definite  that  they  had  been  present  much 
longer.  As  his  wife  had  only  recently  made  remark 
as  to  their  aspect,  they  had  presumably  become  more 
conspicuoiis  during  the  last  week  or  two. 

In  now  searching  for  some  explanation  as  to  how 
these  wounds  had  been  inoculated,  it  was  elicited  that 
the  patient  had  been  out  in  a militia  camp,  and 
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that  he  knew  there  was  a man  in  the  camp  who  was 
reputed  to  be  suffering  from  syphilis.  The  two  men 
were  not  known,  however,  to  have  ever  come  into 
any  close  association.  But  the  dates  fitted  with  the 
supposition  that  the  unhealed  wounds  had  been  con- 
taminated about  the  time  of  the  camping-out.  My 
supposition  finally  was  that  my  patient  had  succeeded 
the  syphilitic  man  in  the  bath-tent,  had  washed  off  the 
crusts  from  the  wounds  on  his  legs,  and  dried  them 
with  a towel  which  had  just  been  used  by  his  syphilitic 
comrade. 

Family  contagion  from  an  infant.— Dr.  W.  R. 

Grove,  of  St.  Ives,  has  given,  in  the  British  Medical 
Journal  for  June  16th,  1906,  the  particulars  of  a 
case  in  which  three  members  of  the  same  family  ac- 
quired syphilis  from  an  infant  who  had  inherited 
it.  The  infant  was  upwards  of  sixteen  months  old 
at  the  time  the  contagion  occurred,  and  was  the  sub- 
ject of  condylomata  at  the  anus  and  sore  mouth. 
An  elderly  woman  and  two  children  who  had  charge 
of  the  infant  all  contracted  chancres  of  the  tonsil, 
followed  by  eruption.  The  spoon  used  in  feeding  the 
infant  was  the  supposed  means  of  effecting  contagion. 
The  infant  was  believed  to  have  been  cured  of  pem- 
phigus which  showed  itself  a few  days  after  birth, 
and  had  had  a short  mercurial  treatment.  As  Dr. 
Grove  well  pointed  out,  the  case  emphasises  the  neces- 
sity for  more  prolonged  treatment  in  infants,  as  insisted 
on  by  Prof.  Fournier. 

Observation  has  shown  abundantly  that  the  spirillum 
may  be  present  and  active  in  cases  in  which  all  obvious 
symptoms  have  disappeared,  and  this  has  been  con- 
firmed by  experiments  on  animals.  Ricord  taught  that 
a condyloma  was  one  of  the  most  conclusive  signs  of 
active  symptoms,  and  in  infants  it  is  sometimes  the 
only  one. 


CHAPTER  VI 


THE  GLANDULAR  SYSTEM  IN  THE  SECONDARY 
AND  TERTIARY  STAGES 

It  is  seldom  in  any  case  of  sores  resulting  from 
venereal  infection  that  the  lymphatic  glands  wholly 
escape.  As  a rule  it  may  be  said  that  the  type 
assumed  by  the  gland  inflammation  will  be  similar  to 
that  occurring  in  the  sore  itself.  If  the  latter  is 
accompanied  by  pyogenic  organisms,  there  is  much 
risk  that  the  glands  may  suppurate;  but  if,  on  the 
other  hand,  the  sore  is  characterised  by  sclerosis  only, 
the  glands  will  remain  indurated  and  show  no  ten- 
dency to  soften.  It  follows  that,  since  the  hard  sore 
is  the  one  most  commonly  introductory  to  syphilis, 
“ the  bullet  bubo”  usually  stands  in  the  same  relation, 
whilst  the  suppurating  bubo  belongs  to  the  non- 
infective  sore.  These  statements  are  very  far  from  being 
equivalent  to  saying  that  suppuration  and  ulceration 
of  the  chancre,  with  abscess  in  the  inguinal  glands, 
are  incompatible  with  constitutional  syphilis.  As  a 
matter  of  fact,  infecting  chancres  very  often  sup- 
purate, and  are  not  infrequently  followed  by  abscess 
in  the  glands.*  In  all  cases  of  gland  enlargement 
the  process  is,  of  course,  one  of  inflammation,  and 
in  all  it  extends  more  or  less  into  the  cellular  tissue 
surrounding  the  glands.  If,  however',  sclerotic  growth 
preponderates  in  a marked  degree,  this  extension  may 
be  but  slight,  and  the  glands  may  remain  isolated 
and  movable;  whilst  in  reverse  conditions  they  may 
early  become  glued  together,  or  even  adherent  to  the 
skin.  These  differences  are,  however,  questions  of 
degree  rather  than  of  kind.  The  presence  of  pyogenic 

* I base  these  statements  on  experience  of  many  years  ago.  I have 
not,  under  modem  methods  of  treatment,  seen  much  of  troublesome 
buboes  for  long  past. 
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organisms  in  company  with  the  specific  virus  of  syphilis 
is  very  frequent. 

If  our  patients’  statements  as  to  the  date  of  con- 
tagion were  always  trustworthy,  we  might  probably 
estimate  the  risk  of  suppuration  of  the  bubo  by  refer- 
ence to  the  incubation  period  of  the  chancre.  If  a 
sore  has  formed  soon  after  intercourse,  it  will  prob- 
ably ulcerate  and  suppurate,  and  may  be  assumed 
to  be  the  product  of  secretion  which  contained  pus 
organisms.  If,  on  the  other  hand,  there  has  been  a 
clear  interval  of  three  weeks  or  more,  it  may  be 
assumed  that  nothing  but  the  syphilitic  parasite  has 
been  communicated,  and  that  there  is  no  probability 
of  a gland  abscess. 

In  former  times  the  fear  of  a bubo  constituted  in 
the  public  mind  one  of  the  chief  terrors  of  syphilis,  but 
under  modern  treatment  this  has  been  changed.  The 
early  use  of  mercury  now  prevents,  for  the  most  part, 
the  implication  of  the  glands  in  the  case  of  syphilitic 
chancres;  whilst  in  the  suppurating  sore  the  employ- 
ment of  iodoform  or  its  equivalent  soon  destroys  the 
infective  efficiency  of  the  pus.  In  making  these  state- 
ments we  indicate  definitely  the  proper  measures  of 
treatment. 

It  may  be  remarked  that  phagedsenic  chancres  arc 
not  usually  productive  of  any  tendency  to  phagedsena 
in  the  bubo.  The  necrotic  process  apparently  destroys 
the  infective  material,  and  it  is  not  a wholly  im- 
probable suggestion  that  in  the  case  of  suppurating 
sores  the  attendant  inflammation  may  damage  the 
vitality  of  the  parasite  (the  spirochsete),  and  thus 
modify  or  wholly  prevent  the  development  of  syphilis. 

It  wras  formerly  taught  that  in  the  early  stages  of 
syphilis  there  was  usually  present  a general  enlarge- 
ment of  lymphatic  glands  throughout  the  body. 
Although  this  may  undoubtedly  sometimes  be  recog- 
nised, it  is  not  common,  and  is  of  little  or  no  value 
as  a symptom. 

In  cases  in  which  the  chancre  has  been  not  on  the 
genitals  but  has  escaped  recognition  on  some  distant 
part,  the  situation  of  the  bubo  may  afford  an  important 
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clue  to  its  position.  Occasions  for  such  use  of  the 
bubo  as  a guide  are  not  infrequent  in  the  tropics, 
where  syphilitic  sores  on  the  naked  limbs  of  children 
are  not  uncommon  and  may  be  often  overlooked.  In 
all  cases  of  unexplained  syphilis  it  is  of  the  utmost 
importance  to  examine  the  glandular  system.* 

It  is  now  but  rarely  necessary  to  open  buboes,  and 
still  less  so  to  excise  the  glands  implicated.  The 
latter  measure  may,  however,  under  certain  circum- 
stances, become  advisable. 

In  exceptional  cases  the  bubo  is  the  first  of  the 
primary  symptoms  to  attract  the  patient’s  attention, 
and  in  a few  it  remains  throughout  the  only  one 
which  the  surgeon  can  discover.  Although  a certain 
amount  of  hardness  in  the  inguinal  glands  may 
persist  long  after  the  chancre  has  disappeared,  yet 
definite  recurrence  in  them  is  exceedingly  infrequent. 
The  glandular  system  is  not  prone  to  develop  gummata, 
and  is,  indeed,  but  very  rarely  in  any  way  affected 
during  the  tertiary  stage.  From  my  own  experience 
I could  quote  exceedingly  few  exceptions  to  this 
statement. 

Case  in  which  buboes  in  the  aria  were 
followed  by  syphilis,  although  no  clianere 
had  ever  been  observed. — In  the  following  case  we 
have  an  instance  of  buboes  occurring  without  known 
chancre,  and  of  one  gland-mass  suppurating  whilst 
another  remained  indolent. 

A very  intelligent  surgeon,  of  middle  age,  who  was  married, 
and  the  father  of  healthy  children,  consulted  me  on  account 
of  swollen  glands  just  above  the  elbow.  One  of  these  sup- 
purated, and,  after  a small  quantity  of  pus  had  been  evacu- 
ated, it  healed  but  remained  hard.  The  glands  in  the  axilla 
indurated,  but  remained  loose  and  showed  no  tendency  to 
inflame.  I examined  his  hand  carefully,  and  could  find  no 
sore;  nor  had  he  ever  observed  any.  Abandoning  the  suspicion 
of  syphilis,  I sent  him  to  the  seaside  to  improve  his  health. 

* In  the  case  of  finger  chancres  it  is  of  interest  to  remember  that  the 
lymphatics  from  the  ring  and  little  fingers  pass  through  the  epitrochlear 
glands,  hut  those  of  the  thumb  and  index  do  not.  If  the  sore  is  on  either 
of  the  two  latter,  the  glands  above  the  elbow  may  escape  and  those  in  the 
armpit  will  alone  he  enlarged.  This  rule  must  not,  however,  be  supposed 
to  he  always  trustworthy.  Now  and  then,  as  a result  of  finger  chancre, 
a gland  mass  may  be  found  under  the  clavicle  as  well  as  in  the  armpit. 
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There  he  became  ill,  was  feverish,  and  had  symptoms  of 
thrombosis  of  the  veins  in  the  legs.  These  symptoms  ended 
in  the  development  of  a free  syphilitic  eruption,  with  sore 
throat  and  patches  on  the  tongue.  When  he  returned  to  me 
there  could  be  not  the  least  doubt  about  the  diagnosis.  I 
now  examined  his  penis  and  groins.  There  was  no  trace  of 
sore  or  of  enlargement  of  glands  in  these  parts.  The  bubo  in 

the  armpit  was  still  present.  Dr.  now  remembered  that 

about  six  weeks  before  the  glands  in  the  arm  began  to  enlarge 
he  attended  a woman  in  her  confinement  who  suffered  from 
syphilis.  All  his  symptoms  subsequently  yielded  quickly  to 
the  use  of  mercury.  I had  a sketch  taken  of  his  tongue  as 
the  best  example  of  true  syphilitic  psoriasis  of  that  organ 
which  I had  ever  seen.  The  eruption  on  the  tongue  was 
coincident  with  eruption  on  the  skin,  and,  like  the  latter, 
disappeared  at  once  when  mercury  was  given. 

In  this  case  it  is  quite  certain  that  the  patient  had  syphilis. 
It  is  highly  improbable  that  he  had  a sore  on  the  penis,  whilst 
it  is  certain  that  he  had  buboes  in  the  arm,  which  were  un- 
explained unless  they  were  caused  by  the  imbibition  of  virus 
from  some  part  of  the  hand.  We  may  conjecture  that  the 
virus  had  lodged  in  one  of  the  nails  or  infected  some  crack 
at  the  side  of  one;  but  that  it  never  induced  any  perceptible 
degree  of  soreness  is  unquestionable.  It  is  the  more  remark- 
able that,  with  such  entire  absence  of  local  irritation,  one  of 
the  buboes  should  have  suppurated. 

Case  of  midwifery  syphilis  with  exceptional 
features;  insignificant  chancre;  high  tempera- 
tures; large  bubo  threatening  suppuration.— 

Mr.  E.  ’s  case  is  of  much;  interest  as  an  illus- 

tration of  exceptional  conditions  both  in  the  primary 
sore  and  in  the  gland-swelling.  He  was  a medical 
student,  and  was  engaged  in  assisting  his  father,  when 
he  had  the  misfortune  to  contract  a sore  on  the  side  of 
one  of  his  fingers.  This  sore  never  showed  anything 
definite  or  materially  suspicious.  He  thought  nothing 
of  it  until  the  glands  in  his  armpit  began  to  swell. 
When  he  came  to  me  he  had  a gland  mass  in  the  armpit 
as  large  as  a small  fist,  which  was  glued  to  the  inner 
border  of  the  pectoral  muscles,  and  obviously  threatened 
suppuration.  His  temperatures  every  evening  were 
from  102  to  103.  As  there  were  no  secondary  symptoms, 

I felt  compelled  to  wait  a little  while  before  venturing 
to  feel  sure  that  we  had  to  deal  with  an  infecting  sore, 
for  the  bubo  was  exactly  like  that  which  attends  the 
“ soft”  sore.  I carefully  examined  his  skin  and  throat 
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on  three  occasions  with  intervals  of  a week,  and  then, 
finding  that  there  were  a few  lichenoid  spots  of  a sus- 
picions nature,  though  very  insignificant,  I advised  him 
to  begin  mercury.  During  the  next  few  days  a very 
characteristic  rash  came  out,  and  he  had  ulcers  in  the 
tonsils. 

The  effect  of  the  mercury  in  subsequently  procuring 
the  disappearance  of  the  eruption  and  of  the  gland- 
mass  was  very  definite. 

I remember  well  another  case,  almost  the  counter- 
part of  this,  in  which  also  a house-surgeon,  whose 
fingers  wrere  frequently  exposed  to  risk  of  inoculation, 
was  the  patient. 

In  a third  case  I was  consulted  on  account  of  a 
phagedsenic  sore  on  the  finger  of  a boy.  In  this,  too, 
a free  application  of  nitric  acid  was  successful  in  pro- 
curing healthy  action  and  sound  healing.  The  patient 
was  only  ten  years  of  age,  and  it  may  be  considered 
extremely  improbable  that  the  sore  wras  venereal.  I 
must  add,  however,  that  he  was  the  son  of  a surgeon, 
and  that  it  was  therefore  within  possibility  that  lie 
might  have  inoculated  a wound  on  his  finger  from 
a towel  or  sponge  in  his  father’s  surgery.  It  is 
certainly  very  unusual,  indeed  in  my  experience 
unexampled,  for  abrasions  or  wounds  of  the  finger  to 
take  on  phagedsenic  action  under  circumstances  wRich 
preclude  the  risk  of  venereal  infection. 

Indurations  in  lymphatic  trunks  in  possible 
connection  with  syphilis— Most  observers  are,  I 
have  no  doubt,  familiar  with  the  occurrence  of  little 
hard  knots  which  form  in  the  subcutaneous  cellular 
tissue,  and  are  often  seen  in  apparent  connection  wdth 
syphilis.  They  are  seldom  round,  but  often  bean- 
shaped, and  there  can,  I think,  be  but  little  doubt 
that  their  anatomical  site  is  the  lymphatic  trunks. 
They  are,  however,  never  attended  by  cord-like  thick- 
enings of  long  tracts,  nor  are  the  glands  ever  enlarged. 
They  never  in  my  experience  run  the  course  of  gum- 
mata  as  regards  softening  or  breaking  down.  Their 
usual  course  is  to  persist  for  a time  and  then  dis- 
appear. Although  most  frequently  seen  in  those  who 
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have  had  syphilis,  they  are  met  with  occasionally 
without  any  such  history.  They  are  quite  different 
from  neuromata  in  being  neither  painful  nor  tender. 
They  differ  from  “ rheumatic  nodules  ” in  that  they 
are  usually,  although  multiple,  quite  isolated,  and 
show  no  preference  for  any  special  localities.  They 
are  not  very  usually  met  with  on  the  hands  or  feet, 
nor  near  to  subcutaneous  bones.  They  may,  however, 
he  found  on  any  part  of  the  limbs  or  trunk.  In  some 
instances  there  may  be  a suspicion  of  gout. 

An  example  of  these  peculiar  indurations  occurred 

in  the  person  of  a surgeon,  Mr.  H.  . He  was 

thirty-three  years  of  age,  and  had  suffered  from  syphilis 
four  years  previously,  for  which  he  took  mercury 
for  a whole  year.  He  appeared  to  have  been  quite 
cured,  and  at  .the  time  that  he  consulted  me  he  had 
no  indications  of  syphilis  about  him,  unless  these  little 
indurations  were  to  be  counted  as  such.  He  was  of 
very  dark  complexion,  and  apparently  in  good  health. 
He  was  losing  his  hair.  His  father  was,  he  told  me, 
very  rheumatic,  but  he  did  not  think  that  he  had  ever 
had  a definite  attack  of  gout.  He  had  himself  suffered 
at  times  from  rheumatic  stiffening  of  joints.  The 
indurations  about  which  this  gentleman  was  anxious 
occurred  on  his  hands,  forearms,  and  feet.  The  largest 
was  not  so  big  as  a pea,  and  most  were  about  the 
size  of  shots.  They  were  very  superficial,  and,  although 
apparently  not  beginning  in  the  skin  itself,  they  be- 
came at  an  early  stage  inseparably  united  to  it.  They 
were  most  of  them  of  an  elongated  or  oval  form,  with 
indefinite  boundaries.  He  stated  that  they  were  not 
persistent,  but  that  some  would  disappear  and  others 
come.  They  gave  him  not  the  least  pain,  and  never 
showed  any  tendency  to  inflame.  I advised  him  to 
rub  in  three  times  a day  some  mercurial  ointment 
over  the  little  “ knots.”  After  two  months’  treatment 
without  any  internal  medicine,  he  called  on  me 
again.  Some  of  the  knots  had  melted  away,  but 
several  still  remained.  One  in  particular,  near  his  left 
elbow,  which  had  formerly  been  adherent  to  the  skin, 
was  now  quite  loose  beneath  it.  He  was  clear  in 
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his  opinion  that  some  of  them  had  previously  dis- 
appeared independently  of  treatment. 

(xlaud-^iimniata. — As  to  the  occurrence  in  lym- 
phatic glands  of  large  gummata  I have  but  very 
little  evidence  to  offer,  and  that  little  is  inconclusive. 
Cases  have  been  recorded  by  Fournier  and  others  of 
large  tumours  so  diagnosed  which  have  disappeared 
rapidly  under  specific  treatment,  but  they  are  all 
open  to  fallacies.  Undoubtedly  it  is  advisable  in  all 
such  cases  to  prescribe  iodides  or  mercury  in  com- 
bination with  tonics,  but  the  triumphant  success  of 
such  measures  does  not  prove  syphilis.  Gland  tumours 
are  very  apt  to  change,  and  are  remarkably  susceptible 
to  influence  from  drugs.  The  iodides  were  in  the  first 
instance  used  for  the  treatment  of  enlarged  glands 
quite  independently  of  any  suspicion  of  specific  taint, 
and  they  were  often  successful. 

I have  given  in  my  Archives,  vol.  i.,  an  abstract  of 
a case  published  by  the  late  Sir  T.  M'All  Anderson,  in 
which  very  large  gland-masses  disappeared  under  the 
use  of  large  doses  of  iodide  of  potassium  which  were 
given  with  a diagnosis  of  syphilis.  The  gland-tumours 
were,  however,  in  the  usual  positions  of  lymphadenoma, 
and  the  history  of  syphilis  was  doubtful.  Although  the 
masses  are  said  to  have  disappeared  so  that  scarcely 
a vestige  remained,  yet  I have  been  informed  that  sub- 
sequently to  the  publication  of  the  case  they  reappeared, 
and  that  the  man  died  with  all  the  symptoms  of  lymph- 
adenoma.  Several  cases  which  I have  myself  published 
as  examples  of  gummata  of  glands  are  open  to  the 
suspicion  which  I have  suggested.  They  have  been 
very  few  in  number.  The  following  is  one  of  the 
best  : — 

A girl  who  was  at  Moorfields  some  years  ago,  with 
undoubted  inherited  syphilis,  presented  a large  tumour 
in  her  neck.  It  was  adherent  to  the  neighbouring 
parts,  but  it  was  smoothly  rounded  and  tense,  and 
there  was  at  first  no  evidence  of  its  being  made  up 
of  several  glands.  It  had  increased  rather  rapidly 
during  about  a month.  Under  iodide  of  potassium 
it  diminished  very  much  in  a week,  and  then  it  became 
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clear  that  it  was  glandular.  As  the  infiltration  around 
it  disappeared,  a cluster  of  enlarged  glands  was  to 
be  recognised.  It  wholly  disappeared  under  treat- 
ment. Such  a result,  taken  together  with  the  known 
antecedents  of  the  patient,  may  seem  almost  conclusive 
as  to  the  syphilitic  nature  of  the  gland-mass.  In  truth, 
however,  I have  seen  quite  similar  cures  in  cases  in 
which  all  suspicion  of  syphilis  was  absent.  Gland- 
tumours  of  all  kinds  are  remarkably  amenable  both  to 
iodides  and  to  arsenic.  It  is  very  possible  that  the 
disease  relapsed  after  I lost  sight  of  the  patient,  as 
in  M‘A11  Anderson’s  case  just  cited. 

Notes  to  Chapter  VI. 

1.  Experiments  on  apes  have  proved  that  the  spirillum  may  be 
detected  in  the  lymphatic  glands  more  than  a week  before  any 
definite  chancre  is  observed. 

2.  Button  d'emhlee  is  a term  given  to  cases  of  bubo  without 
chancre. 
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SORES  ON  THE  GENITALS  WHICH  ARE  NOT 
SYPHILITIC— NON-INDURATED  VENEREAL  SORES 

In  the  heading  of  this  chapter  I have  purposely 
avoided  the  use  of  the  term  “ soft  sore,’’  and  in  what 
I have  now  to  write  I must  recapitulate  some  state- 
ments already  made. 

The  characteristic  induration  often  met  with  in 
the  sores  which  lead  to  syphilis  may  vary  very 
much  in  degree,  and  may,  in  not  a few  instances,  be 
wholly  absent.  In  a very  large  number  in  which  a 
certain  amount  of  sclerosis  is  observed  when  the  sore 
has  developed,  it  has  been  wholly  absent  during  several 
weeks  of  the  initial  stage.  It  is  under  these  con- 
ditions unwise  to  classify  all  venereal  sores  in  two 
groups  under  the  names  of  “ soft  ” and  “ hard,”  and 
to  regard  the  one  as  infecting  and  the  other  as  not 
so.  The  same  sore  may  change  its  character  at  dif- 
ferent stages,  and  respecting  a great  many  the  quality 
of  hardness  is  so  ill  marked  as  to  be  very  deceptive. 
The  attempt  to  make  the  distinction  referred  to  leads 
to  perpetual  mistakes  in  practice,  and  very  frequently 
entails  loss  of  reputation  upon  the  surgeon. 

Amongst  the  sores  which  occur  on  the  genitals,  and 
which  follow  sexual  intercourse  of  a suspicious  nature, 
undoubtedly  there  are  many  which  do  not  lead  to 
syphilis.  In  these  there  is  never  any  characteristic 
sclerosis,  hut  in  other  respects  they  present  great 
differences  amongst  themselves.  There  is  no  one  well- 
characterised  type  to  which  the  term  “soft  chancre” 
can  suitably  be  applied,  and  certainly  there  is  none 
concerning  which  the  cautious  surgeon  will  predicate 
that  no  infection  of  the  system  will  follow. 

A feature  in  the  history  of  all  those  sores  is  that 
they  have  a very  short  incubation  period ; most  of 
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them  follow  almost  immediately  after  the  exposure  to 
risk.  It  may  be  within  a few  hours,  and  the  period 
is  very  rarely  prolonged  over  many  days.  This  rapid 
development  implies  that  the  sore  results  from  the 
contagion  of  some  pyogenic  organism,  and  not  from 
the  parasite  of  syphilis.  It  docs  not,  however,  prove 
that  the  latter  may  not  have  been  simultaneously 
implanted.  Other  features  which  emphasise  the  same 
lesson  are  that  the  sores  are  often  multiple  from  the 
beginning,  or — still  more  suspicious — that  they  become 
so  as  time  passes  on,  and  that  there  is  early  evidence 
of  irritation  of  the  lymphatic  channels  and  glands. 
A tendency  to  suppurative  inflammation  and  ulcera- 
tion much  in  excess  of  what  is  usual  in  the  infective 
sore  is  seen  from  the  first.  The  sores  have  much  pus 
secretion,  and  the  buboes  which  attend  them  not  in- 
frequently form  abscesses. 

It  is  important  to  point  out  that  the  more  serious 
of  the  events  alluded  to  occur  only  in  a small 
minority  of  the  cases  in  which  patients  consult  us 
for  sores  which  they  suspect,  but  which  are  not  really 
syphilis.  Some  of  these  are  mere  abrasions,  and  never 
become  troublesome  as  ulcers ; others  are  more  per- 
sistent, yet  never  become  multiple  or  cause  buboes. 
Some  of  these  are  possibly  herpetic  in  nature,  and 
others  are  due  to  inoculation  with  a mild  form  of 
pus.  Without  entering  into  detail  as  to  different 
micro-organisms  which  may  be  present  in  pus,  we  may 
safely  say  that  specific  differences  are  to  be  assumed, 
and  that  contagion  with  any  one  will  tend  to  produce 
its  like.  M.  Bassereau  engaged  in  a most  painstaking 
manner  in  what  were  called  confrontation  investiga- 
tions. By  seeking  out  the  woman  from  whom  the  in- 
fection had  been  derived,  he  succeeded  in  proving  that 
the  sore  which  had  caused  infection  was  usually  of  the 
same  character  as  the  one  which  had  resulted.  More 
recently  the  experiments  of  Ducrey  have  seemed  to 
establish  the  fact  that  a special  organism  is  often 
present  in  non-indurated  sores,  and  that  by  its 
inoculation  similar  sores  may  be  produced.  It  would 
be  going,  however,  much  too  far  if  we  were  to  assume 
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from  these  observations  that  the  organism  in  question 
is  the  cause  of  all  or  of  most  of  the  genital  sores  which 
are  not  syphilitic.  Nor  has  it  been  proved  that  such 
sores  are  nons  of  them  in  any  relation  with  syphilis. 
True  syphilitic  chancres  may  inflame  and  ulcerate  and 
secrete  pus,  and  it  is  very  possible  that  such  pus  may 
be  contagious  and  produce  sores,  whilst  yet  not  con- 
veying the  specific  organism  of  the  disease.  True 
syphilis  may,  it  is  certain,  cause  phagedsenic  ulcera- 
tion, and  such  ulceration  may  in  turn  become  the  cause 
of  phagedsena  in  other  persons,  without  conveying 
syphilis.* 

It  need  excite  no  wonder  that  secretions  are  often 
encountered  on  the  genitals  which  result  from  infection 
but  yet  do  not  convey  syphilis.  What  is  known  as 
impetigo  contagiosa  may  occur  on  these  parts,  or 
lesions  may  occur  in  those  who  have  at  some  former 
period  suffered  from  syphilis  but  in  whom  the  specific 
element  has  been  killed  by  treatment.  A valuable 
aid  to  diagnosis  may  often  be  obtained  from  the  use 
of  local  applications.  Iodoform  is  so  efficient  that 
but  few  of  the  sores  which  show  themselves  imme- 
diately after  exposure  ever  withstand  it,  and  we  now 
but  rarely  see  either  persisting  non-indurated  chancres 
or  suppurating  buboes.  Black  wash  and  mercurial 
ointments  are  also  very  useful,  but  far  less  so  than 
iodoform,  iodol,  or  chinosol.  If  a sore  which  has 
appeared  promptly  resists  local  treatment  and  lasts 
for  a month  or  more,  it  must  be  regarded  with  great 
suspicion,  as  constitutional  symptoms  will  probably 
follow.  In  the  future  it  is  more  than  possible  that 
microscopic  examination  may  prove  useful  in  estab- 
lishing the  diagnosis.  For  the  present,  however,  and 
especially  in  the  absence  of  special  skill,  it  will  be 
better  to  trust  to  clinical  rules. 

Of  the  very  numerous  sores  resulting  from  venereal 
contagion,  concerning  which  practitioners  are  accus- 
tomed, within  the  first  three  weeks  of  the  infection, 
to  pronounce  with  more  or  less  confidence  that  they 
will  not  prove  to  be  productive  of  syphilis,  only  a 

* See  Chapter  IX. 
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small  proportion  present  the  condition  of  the  punched  - 
out  ulcer.  They  are,  indeed,  exceedingly  divergent  in 
their  features.  But  few  are  multiple ; many  are  quite 
superficial,  and  destitute  of  any  one  definite  character 
common  to  all,  except  the  absence  of  induration.  It 
may  be  suggested  that  it  is  exceedingly  improbable 
that  any  single  specific  parasite,  such  as  that  of 
Ducrey,  is  the  cause  of  them  all. 

In  my  “Illustrations  of  Clinical  Surgery  ” I have 
given  a portrait  of  the  genitals  and  thighs  of  a 
young  boy.  Around  the  corona  are  seen  a number 
of  isolated  but  closely  adjacent  sores,  covered  with 
yellowish  fibrinous  secretion,  and  very  closely  re- 
sembling the  conditions  usually  considered  character- 
istic of  the  so-called  “ soft  sore.”  It  is  to  be  admitted, 
however,  that  none  of  them  are  “ punched-out  ” ulcers. 
On  the  child’s  thighs  are  numerous  pustules,  some  of 
which  have  produced  little  ulcers. 

There  was  no  history  of  contagion  in  this  case. 
The  child’s  age  precluded  all  suspicion'  of  sexual 
exposure,  and  the  lesions  were  quickly  got  rid  of  by 
local  treatment  only.  The  development  of  sores  on 
the  thighs,  and  not  on  other  parts  of  the  body,  is 
evidence  of  local  contagion  only. 

A case  very  similar  to  the  one  just  mentioned  came 
under  my  observation  some  years  ago.  A clergyman 
and  his  wife  were  sent  to  me  as  cases  of  syphilis. 
Specific  treatment  had  been  already  commenced  in 
both.  Both  of  them  had  sores  on  the  genitals  and 
also  on  the  adjacent  regions,  but  no  general  eruption 
and  no  sore  throat.  The  sores  were  very  numerous, 
and  all  were  covered  with  pus-crusts.  None  of  the 
sores  were  punched-out,  and  none  in  the  least  indurated. 
Both  patients  were  quickly  cured  by  local  treatment 
only. 

My  contention  is  that  there  is  no  one  type  of 
venereal  sore  which  is  characteristic  of  the  abortive 
or  non-syphilitic  infection.  The  chancre  which  comes 
probably  the  nearest  to  acceptance  as  a type-form  is 
the  circular,  punched-out  sore  seldom  seen  anywhere 
else  than  in  the  coronal  sulcus.  It  is  almost  always 
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As  mentioned  in  the  text  (page  66),  there  was  no  suggestion  of  con- 
tagion, cure  resulted  under  local  treatment,  and  nothing  of  a 
syphilitic  nature  supervened.  Presumably  the  conditions  were 
the  result  of  local  but  not  specific  contagion.  They  were  in 
the  first  instance  regarded  with  much  suspicion,  but  sub- 
sequent experience  of  similar  cases  has  convinced  me  that 
such  cases  may  originate  spontaneously  and  that  they  are 
sometimes  in  the  first  instance  of  herpetic  origin.  Not  im- 
probably, herpetic  sores  became  contaminated  by  one  or 
more  of  the  organisms  habitually  present  in  the  parts,  and 
by  the  secretion  from  the  sores  on  the  corona  the  eruption  on 
the  thighs  was  originated.  The  eruption  was  confined  to  the 
adjacent  parts,  and  there  was  no  gland  disease.  I have  seen 
several  similar  cases  in  which  the  sores  were  on  the  vulva 
in  young  women,  and  on  one  side  only.  The  diagnosis  in 
such  cases  is  very  important  and  may  be  helped  by  observing 
that  the  eruption,  if  there  is  any,  has  al ways  followed 
quickly  on  the  original  sores  and  is  always  restricted  to  their 
locality. 

Such  sores  constitute  one  type  of  the  sores  which  are 
often  diagnosed  as  “soft  chancres,”  especially  when  occurring 
in  young  adults  who  perhaps  acknowledge  exposure  to  risk. 
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multiple,  and  varies  in  size  from  a split-pea  to  a 
sixpence.  Unless  properly  treated  it  may  last  a con- 
siderable time.  I believe  that  it  is  not  uncommon  for 
one  of  the  group  of  such  sores,  probably  that  first  pro- 
duced, to  take  on  induration  at  the  end  of  the  month. 
In  some  instances  these  sores  are  inflamed  and  have 
borders  which  suggest  a mild  form  of  phagedama. 

It  is  a very  noteworthy  fact  that  what  are  called 
“ soft  sores  ” are  very  seldom  diagnosed,  except  on 
the  genitals.  I may  be  allowed  to  suggest  that  the 
secretions  which  produce  them  are  in  some  sense  a 
product  of  the  true  chancre,  and  that  they  assume 
modifications  in  connection  with  the  part  affected.  It 
does  not  seem  probable  that  a specific  organism  wholly 
unconnected  with  syphilis  should  be  able  to  propagate 
itself  exclusively  on  the  genitals. 

Although  scarcely  to  be  hoped  for,  it  is  much  to  be 
desired  that  the  term  “ ulcus  molle,”  or  “ soft  sore,” 
should  be  wholly  laid  aside,  and  that  we  should  bo 
content  to  designate  all  sores  not  showing  specific 
hardness  as  simply  non-induratvm.  The  term  “ soft  ” 
here  means  nothing  more  than  the  absence  of  hardness, 
and  the  very  numerous  sores  which  are  not  hard  vary 
exceedingly  in  their  other  features. 

Perhaps  the  most  probable  hypothesis  as  to  the 
relationship  of  the  “ soft  ” or  non-indurated  sore  and 
the  indurated  one  is  that  the  specific  virus  (the  spiro- 
chEeta)  is  present  in  the  initiation  of  both,  but  that 
the  co-existence  of  other  organisms  which  promptly 
cause  inflammation  often  destroy  the  infected  cells 
and  prevent  both  specific  induration  and  blood  con- 
tamination. This  would  fit  with  the  well-established 
fact  that  many  sores  which  never  show  induration  are 
yet  productive  of  syphilis. 
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SECOND  INFECTIONS  OF  SYPHILIS 

In  former  times,  when  it  was  considered  that  all 
venereal  sores  were  alike  syphilitic,  no  doubt  was 
entertained  as  to  whether  a patient  could  have  the 
disease  twice.  It  was  a matter  of  common  observation 
that  often  the  same  person  came  under  treatment  re- 
peatedly for  fresh  chancres.  Some  even  held  that  one 
attack  predisposed  to  another.  As  knowledge  became 
more  definite,  however,  and  as  we  began  to  understand 
that  many  local  sores  were  abortive  and  produced  no 
affection  of  the  general  system,  the  question  assumed 
a different  aspect.  It  was  seen  that  a repetition  of 
venereal  sores  did  not  imply  a repetition  of  syphilis, 
and  gradually  opinion  verged  to  the  opposite  extreme, 
and  it  was  taught  that  an  attack  of  true  syphilis,  or 
rather,  I might  say,  of  complete  syphilis,  secured  its 
subject  against  a second.  This,  or  nearly  this,  was  the 
creed  of  Ricord  and  of  many  of  his  pupils.  It  fitted 
exceedingly  well  with  the  doctrine  that  syphilis  is  really 
a specific  fever,  having  its  stages  like  the  other  exan- 
themata, and,  like  them,  exhausting,  in  the  system  of 
its  recipient,  those  elements  upon  which  its  particulate 
virus  can  feed.  When  the  doctrine  of  the  analogy 
between  the  exanthemata  and  syphilis  was  first  brought 
forward,  this  argument  was  not  neglected.  I did  not 
fail  to  avail  myself  of  the  current  belief  that  syphilis 
could  occur  but  once,  as  affording  support  to  the 
doctrine  that  it  was  essentially  a malady  of  the  same 
class  as  variola.  More  prolonged  observation,  how- 
ever, has  to  some  extent  thrown  doubt  upon  the  correct- 
ness of  this  belief,  and  surgeons  on  all  hands  have 
had  to  admit  that  now  and  then  syphilis  does  occur 
twice,  in  a complete  form,  to  the  same  individual. 

The  first  fallacy  to  which  I must  advert  is  the  very 
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remarkable  influence  which  a venereal  sore  appears  to 
exert  in  rendering  the  part  affected  liable  to  herpes. 
Herpes  of  this  kind  is  often  mistaken  for  a fresh  in- 
fection, both  by  the  patient  and  his  advisers.  What  the 
relationship  may  be  between  the  chancre  and  the  sub- 
sequent attacks  of  herpes  I do  not  know ; but  this  is 
certain,  that  it  is  very  common  for  those  who  have 
suffered  from  sores  on  the  penis  to  be  liable  for  years 
afterwards  to  repeated  eruptions  of  this  type.  The 
herpes  runs  its  typical  course  in  most  instances — that 
is,  it  comes  out  suddenly,  produces  multiple  sores,  and 
disappears  spontaneously  after  a week  or  ten  days.  In 
some  cases  the  recurrences  are  so  frequent  that  one 
attack  treads  on  the  heels  of  the  other,  and  the  patient 
is  scarcely  ever  free.  We  must  note  that  the  herpes  is 
almost  always  near  to  the  part  where  the  chancre 
occurred. 

Although  this  after-chancre  herpes  is  usually  easy 
of  diagnosis  and  rapidly  transitory,  it  is  not  always 
so.  Sometimes  its  sores  last  long,  and  sometimes  they 
become  hard  at  the  base,  and  very  difficult  to  dis- 
tinguish from  “ recurrent  indurated  chancres.” 

This  liability  to  herpes  complicates  the  question  in 
two  directions.  First,  as  just  stated,  it  is  possible 
that  herpetic  sores  may,  in  consequence  of  the  patient’s 
syphilitic  condition,  become  protracted  or  that  they 
may  indurate;  and,  secondly,  their  existence  may  render 
fresh  infection  much  more  easy. 

Putting,  however,  quite  aside  all  sources  of  error, 
there  cannot  be  the  slightest  doubt  that  the  second 
occurrence  of  complete  syphilis  is  a possibility.  Pro- 
bably it  is  quite  as  common  as  are  second  attacks  of 
small-pox,  or  second  successful  vaccinations.  I have 
myself  seen  a great  many  cases  in  which  there  could 
be  not  the  slightest  doubt  that  a second  local  affection 
had  taken  place  in  a patient  wTho  had  previously  passed 
through  a complete  attack.  For  the  most  part  these 
have  been  cases  in  which  an  interval  of  some  years  had 
elapsed,  during  which  much  treatment  had  been  employed 
and  the  cure  had  seemed  to  be  complete.  But  this  has 
not  always  been  the  case,  and  in  one  remarkable 
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instance  a gentleman  showed  me  a chancre,  which 
was  well  characterised,  and  which  he  made  no  doubt 
he  had  caught  by  contagion,  although  it  was  only 
nine  months  since  a previous  one,  and  he  was  not 
yet  well  rid  of  his  secondary  symptoms.  In  this 
instance  it  might  be  suspected  that  the  second  sore 
should  be  regarded  as  a relapsed  or  recurrent  chancre. 
But,  in  reply  to  this,  it  was  on  a quite  different 
part  of  the  penis.  I find  recorded  in  the  Jjancet  of 
1850,  by  Mr.  Allingham,  a very  extraordinary  case,  in 
which  the  second  chancre  occurred  within  six  months 
of  the  first.  Mr.  Allingham  had  treated  this  patient 
early  in  February  for  an  indurated  sore,  which  was 
followed  in  May  by  a copper-coloured  scaly  eruption 
and  ulcerated  tonsils.  These  symptoms  were  cured  by 
treatment,  and  the  patient  believed  himself  well.  In 
July  he  came  to  Mr.  Allingham  again,  with  a perfect 
specimen  of  the  Hunterian  chancre.  It  was  not  on  the 
site  of  the  original  sore.  At  first  this  second  sore 
appeared  to  yield  easily  to  mercury,  but  I am  informed 
by  Mr.  Allingham,  who  kindly  gave  me  a report  of 
what  took  place  subsequently  to  his  publication  of 
the  case,  that  the  sore  took  six  months  to  heal,  in 
spite  of  mercury,  and  that  it  was  followed  by  rupia 
and  nodes.  Fourteen  years  later  the  patient  died 
insane. 

Both  in  Mr.  AllinghanTs  case  and  my  own,  the 
second  sore  occurred  in  ordinary  course  after  exposure 
to  risk,  and  in  each  it  assumed,  not  the  features  of 
a gumma,  but  those  of  a well-characterised  Hunterian 
induration.  These  cases  must  stand  somewhat  apart 
from  those  in  which  a patient  contracts  the  new  chancre 
after  a considerable  period  of  health.  They  probably 
imply  peculiarities  in  the  individual  of  the  nature  of 
idiosyncrasy,  and  must  be  placed  in  the  same  category 
as  the  recorded  examples  of  repeated  successful  vac- 
cination or  successive  attacks  of  variola. 

A second  attack  of  syphilis  twenty  years 
after  tlie  first. — One  of  the  best  examples  which  T 
can  produce  in  proof  of  the  possible  occurrence  of 
complete  syphilis  twice  is  the  following.  I attended, 
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in  I860,  Mr. , the n a medical  student,  for 

syphilis.  He  had  it  completely  and  severely,  and  it 
was  eighteen  months  before  we  left  off  treatment.  As 
he  subsequently  expressed  his  recollection  of  it,  “ he 
went  through  everything.”  Six  years  later  he  married. 
Two  children  were  born,  neither  of  whom  suffered 
in  the  least.  He  and  his  wife  also  both  remained 
quite  well.  In  1882,  more  than  twenty  years  later, 
he  was  again  under  my  care  with  a large  inflamed 
chancre  on  his  upper  lip,  glandular  swellings  under 
his  jaw,  a sore  throat,  and  a copious  erythematous 
eruption.  He  believed  that  he  had  scratched  his  lip 
on  a vaccination  tube,  and  thought  that  he  might  have 
accidentally  inoculated  it  from  a chancre  afterwards. 
He  was  in  the  habit  of  often  touching  venereal  sores. 
The  symptoms  again  proved  severe,  and  yielded  only 
slowly  to  mercury.  The  second  attack  was  in  this 
case  in  no  respect  different  from  an  original  one. 
Probably  the  cure  of  the  first  had  been  complete. 
Mr.  in  the  end  regained  good  health. 

Cases  illustrating  second  attacks  with  pecu- 
liarities.—In  some  cases  of  second  attacks  there 
seems  reason  to  believe  that  the  eruption  in  the  second 
differs  from  the  usual  type.  Of  this  the  following  arc 
examples  : — 

1. — A gentleman,  aged  thirty-one,  had  a hard  sore 
in  1877,  which  was  followed  by  a copious  eruption.  It 
was  symmetrical,  in  numerous  patches,  many  of  them 
very  large.  They  healed  in  their  centres  and  spread 
at  their  edges,  leaving  thin  scars.  Both  sides  of  the 
trunk,  all  the  limbs,  and  the  whole  face  were  affected. 
Of  this  he  was  quite  freed  in  two  months  by  treat- 
ment with  iodide  and  mercury.  It  seemed  certain  that 
he  had  had  complete  syphilis  before.  In  1866  he  had 
a chancre  followed  by  “ a sore  throat  and  eruption  of 
pimples.”  In  1876  he  had  another  sore,  followed  by 
a single  coppery  spot  on  the  chest  and  sore  gums. 
For  this  he  was  treated  for  six  months.  He  had 
only  left  off  treatment  for  another  six  months  when 
his  third  sore  occurred,  followed  by  the  severe  eruption 
which  I have  just  described. 
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It  seems  very  possible  that  the  peculiar  character 
of  the  eruption  (symmetrical  and  yet  lupoid)  was  due 
to  the  fact  that  his  tissues  had  previously  been  under 
the  influence  of  the  virus. 

2.  — In  the  case  of  a Mr.  , an  exactly  similar 

eruption  followed  a phagedsenic  chancre,  and  left  him 
severely  scarred.  The  eruption  in  him  was  easily  and 
permanently  cured,  and  he  was,  ten  years  later,  in 
good  health.  He  also  had  had  a former  attack  of 
syphilis. 

We  may  ask  the  question,  Do  second  attacks  mix 
themselves  with  former  ones  and  produce  peculiar 
modifications  in  the  course  of  syphilis?  It  may  perhaps 
be  possible  that  second  infections  of  syphilis,  becoming 
constitutional,  may  so  influence  the  tissues  that  the 
tertiary  phenomena  consequent  on  the  old  may  be  mixed 
with  secondary  ones  due  to  the  new. 

3.  — Mr.  consulted  me  seven  months  after  his 

contagion.  He  had  had  two  hard  sores,  followed  by 
a transitory  eruption  with  sore  throat  and  tongue, 
and  afterwards  by  intense  headaches.  For  these  he 
had  been  treated  irregularly  by  mercury  and  iodides. 
Exactly  three  months  after  the  contagion,  and  at  a 
time  when  he  was ‘temporarily  free  from  symptoms 
and  had  left  off  treatment,  he  was  seized  with  giddi- 
ness which  ended  in  hemiplegia.  The  attack  had  the 
usual  symptoms  of  arterial  thrombosis  from  syphilis. 
It  soon  cleared  off,  but  the  arm  was  still  a little  stiff 
when  he  consulted  me  three  months  later.  That  he 
was  really  the  subject  of  secondary  syphilis  from  his 
recent  sore  was  made  certain  by  several  relapses  of 
rash  and  sore  tongue,  which  were  cured  by  mercury. 
The  problem  was  whether  the  arterial  disease  was  due 
to  the  recent  infection,  or  to  an  old  one  of  ten  years 
back,  or  to  the  combined  forces  of  the  two.  Up  to 
the  date  of  the  second  contagion  he  had  remained 
perfectly  well.  There  was  a history  of  a former  attack 
of  syphilis  ten  years  previously. 

I have  seen  many  other  cases  which  suggested  the 
belief  that  a second  attack  had  re-excited  what  had 
been  left  by  the  former  disease. 
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Mr.  Berkeley  Hill  relates  the  case  of  a surgeon 
who  had  complete  syphilis,  which  left  him,  for  several 
years  afterwards,  liable  to  rheumatic  pains  that  were 
always  relieved  by  iodide.  He  ultimately  got  well, 
married,  and  had  healthy  children.  Eleven  years 
after  the  first  syphilis  he  contracted  a sore  on  his 
finger,  which  was  attended  by  swollen  glands,  and 
continued  open  for  several  months.  None  of  the 
ordinary  secondary  symptoms  followed  this,  but  several 
months  later  his  health  failed,  and  his  spleen  and 
liver  enlarged,  and  he  had  jaundice  with  much  pain 
in  the  loins.  Iodides  relieved  him  at  first,  but  sub- 
sequently nothing  suited  but  mercury.  He  relapsed 
when  mercury  was  left  off,  and  was  cured  again  by 
its  use.  The  case  either  proves  in  the  most  signal 
manner  the  usefulness  of  mercury  in  visceral  affections 
which  were  not  syphilitic,  or  else,  and  more  probably, 
it  illustrates  the  occurrence  of  visceral  syphilis  con- 
sequent on  old  syphilis  re-excited  by  new  contagion.* 
A second  attack  of  syphilis  thirty-five  years 
after  the  first. — The  following  case  is  a good  example 
at  once  of  the  complete  cure  of  syphilis  (very  com- 
mon) and  of  a second  infection,  writh  the  result  of 
an  indurated  chancre  of  ordinary  type.  The  interval 
between  the  two  attacks  was  no  less  than  thirty-five 
years  : — 


Mr.  , when  aged  twenty-four,  had  a chancre  and  com- 

plete syphilis,  for  which  he  was  treated  by  several  surgeons,  and 
finally  by  Sir  Erasmus  Wilson.  As  far  as  he  can  remember, 
he  was  not  more  than  six  months  under  care,  and  after  the 
secondary  symptoms  had  disappeared  he  never  had  any 
reminders.  When  lie  was  thirty-seven  he  married,  and  subse- 
quently, having  lost  his  wife,  he  married  a second  time.  Both 
wives  bore  him  healthy  children,  and  he  himself  continued  in 
excellent  health.  In  1885  ( cet . 59)  he  again  incurred  risk.  The 
exposure  was  on  February  3rd.  He  came  to  me  on  the  25th 
with  an  inflamed,  almost  phagedaenic,  sore.  There  was  no 
induration.  I ordered  iodoform  only.  A week  later  the  sore 
was  much  less  painful  and  less  inflamed,  but  there  was  charac- 
teristic induration  at  its  base,  and  I now  ordered  mercury. 
He  had  ascertained  that  his  paramour  was  also  under  treat- 
ment at  the  time. 


* $ec  Hill  and  Cooper,  p.  25. 
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The  induration  in  this  case  was  characteristic  and  consider- 
able, but  it  disappeared  satisfactorily  under  treatment  by 
mercury,  and  no  constitutional  symptoms  occurred.  He  took 
mercury  for  six  months  or  more. 

On  flic  pronencss  of  second  chancres  to  take 
on  iiliagedama. — I have  often  remarked  that  when 
those  who  have  passed  through  syphilis  some  years 
previously  contract  fresh  chancres,  the  sores  are  apt 
to  take  on  phagedaena.  An  instance  of  this  occurred 
in  the  case  of  an  Egyptian,  who  was  admitted  into 
the  London  Hospital  under  my  care  in  1880.  This 
man  gave  a clear  history  of  complete  syphilis  several 
years  before.  He  had,  whilst  in  Paris,  again  exposed 
himself  to  risk  about  six  weeks  before  he  came  to  us. 
About  a month  after  the  exposure,  sores  were  noticed, 
and  wdien,  a fortnight  later,  he  came  under  obser- 
vation, a deep  phagedaenic  ulcer  was  present. 

I treated  a young  lawyer  for  a bad  phagedsenic 
sore,  which  had  destroyed  the  greater  part  of  his 
glans.  He  had  passed  through  syphilis  five  years 
previously,  and  he  had  a periosteal  gumma  of  his 
palate  as  a tertiary  result  of  his  former  attack,  at 
the  same  time  that  he  had  his  fresh  chancre  on  the 
penis.  There  was  no  doubt  that  this  fresh  sore  w7as 
the  consequence  of  contagion. 

Phagedaena  is,  of  course,  common  enough  in  sores 
occurring  to  those  who  have  never  had  syphilis  before, 
but  my  experience  would  lead  me  to  believe  that  those 
who  have  so  suffered  are  much  more  prone  to  it.  I 
believe  that  in  not  a few  of  the  cases  in  which  sores 
are  reputed  to  be  “soft”  and  non-infecting,  these 
peculiarities  are  consequent  on  the  fact  that  the  patient 
has  had  syphilis  before. 

Case  in  wliicli  a surgeon  lia«l  a cliancre  on 
tlic  thumb  twice  (willi  an  interval  of  ciglit 

years). — Dr.  consulted  me  in  March,  1884,  with 

an  ugly  and  unhealthy  sore  on  the  side  of  his  thumb. 
It  had  been  present  more  than  two  months,  and  he 
had  a symmetrical  scaly  eruption,  which  was  tending 
to  ulcerate.  The  eruption  had  been  out  three  weeks. 
There  could  be  not  the  slightest  doubt  that  the  sore 
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was  a chancre  and  that  he  had  a secondary  rash. 
The  evidence  as  to  a former  attack  was  the  follow- 
ing : Eight  years  ago,  Dr.  had  had  a sore, 

which  involved  the  nail  of  the  thumb,  and  was  fol- 
lowed by  very  severe  secondary  symptoms.  Under 
treatment  he  got  quite  well,  and  had  no  reminders. 
A whitlow  which  occurred  on  one  finger  two  or  three 
years  before  I saw  him  did  not  take  on  any  suspicious 

characters.  Dr.  was  himself  a most  competent 

observer,  but  if  further  corroboration  be  required  as 
to  the  nature  of  the  first  attack,  it  may  be  stated  that 
he  was  prescribed  for  by  Mr.  Prescott  Hewett  and 
Mr.  George  Pollock,  both  of  whom  regarded  the  case 
as  syphilis. 

Severe  symptoms  of  the  tertisiry  elass  soon 
alter  a second  infection. — A gentleman  whom  I saw 

with  Dr.  B afforded  an  interesting  example  of 

the  development  of  severe  tertiary  symptoms,  appar- 
ently as  the  result  of  a second  primary  infection. 
At  the  date  of  my  seeing  him  he  was  forty-three 
years  of  age.  Twenty  years  previously  he  had  passed 
through  a severe  attack  of  syphilis.  The  eruption  had 
been  plentiful  and  well  marked.  He  was  himself  a 
surgeon,  and  could  speak  wfith  confidence  on  this  point. 
He  was  treated  in  Edinburgh,  by  the  syphilisation 
process,  which  was  then,  temporarily,  in  some  repute. 
During  a period  of  about  three  months,  one  hundred 
and  twenty  inoculations  were  practised.  At  the  end 
of  that  time  he  was  free  from  symptoms,  and  he 
remained  absolutely  so  for  seventeen  years.  He  then 
contracted  another  chancre,  which  became,  after  a 
time,  phagedsenic,  and  gave  much  trouble.  He  had 
neither  sore  throat  nor  eruption  in  connection  with 
this  second  sore,  but  soon  began  to  suffer  from  nodes 
on  the  skull  and  on  the  tibiae,  and  had  necrosis  of 
part  of  the  alveolus  of  his  lower  jaw.  During  this 
illness  he  took  mercury  and  iodide  of  potassium,  but 
not  very  regularly.  His  nodes  recurred  whenever  he 
left  off  the  treatment,  and  at  the  time  that  I saw 
him  they  were  still  quite  definite.  He  had  also 
developed  symptoms  of  ophthalmoplegia  externa,  some 
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of  his  eye-muscles  on  both  sides  being  paralysed.  It 
is,  of  course,  quite  possible  that  in  this  second  attack 
the  early  use  of  specifics  prevented  the  development 
of  secondary  symptoms. 

Second  sore  followed  by  very  severe  rnpia- 
Inpns,  etc. — An  important  case,  bearing  upon  the 
question  of  second  attacks,  was  brought  under  my 

notice  by  Mr.  P . The  patient  had  had  severe 

syphilis,  followed  by  large  rupial  sores,  eight  years 
previously.  After  several  years  of  interrupted  treat- 
ment, he  had  been  cured  by  inunction  at  Aix.  The 
next  year,  as  a precaution,  he  went  to  Aix  again, 
and,  although  he  had  no  symptoms,  was  freely  sali- 
vated. From  1883  to  early  in  1886  he  was  quite  free 
from  symptoms.  He  then  contracted  a fresh  sore. 
This  sore  never  indurated,  but  it  was  troublesome, 
and  remained  open  for  six  weeks.  He  took  iodides 
and  used  local  applications.  A month  or  two  after 
it  had  healed,  a severe  rupial  eruption  made  its 
appearance  and  resisted  treatment.  For  this  he  was 
brought  to  me.  He  had  many  large  sores  on  his 
shoulders,  trunk,  and  face.  Some  were  round  and 
had  rupial  crusts;  others,  much  larger,  were  irregular 
in  form,  and  lupoid  in  their  tendency  to  advance  at 
their  edges.  He  had  also  abscesses  in  his  tongue,  lumps 
in  both  testes,  and  he  had  failed  in  general  health, 
with  cough,  night  sweats,  etc.,  to  such  an  extent  that 
his  lungs  had  been  suspected.  Having  regard  to  the 
long  period  of  freedom  from  symptoms  before  his 
second  sore,  the  persistence  of  this  sore,  and  the  date 
at  which  a second  gener.al  eruption  followed  it,  I 
could  feel  little  doubt  that  a second  infection  had 
taken  place.  As  in  many  other  cases  of  second  attacks, 
the  symptoms  were  not  quite  of  the  usual  kind,  and 
the  eruption  tended  to  the  type  of  rupia-lupus  earlier 
than  is  observed  in  those  which  occur  in  patients  who 
have  never  had  the  disease  before. 

Opinions  of  various  authors  as  to  second 
attacks.— I will  here  append  a few  remarks  on  the 
opinions  of  authors  in  reference  to  second  attacks  of 
syphilis. 
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It  was  in  1839  that  Ilico id  first  stated  as  the  result 
of  his  experience  that  syphilis  could  not  occur  twice 
to  the  same  person.  In  1845  he  expressed  himself  as 
admitting  that  there  might  be  exceptions,  but  said 
that  he  had  never  as  yet  met  with  an  unquestionable 
example.  Subsequently  he  met  with  two  which  he 
regarded  as  conclusive.  Diday,  in  1863,  wrote  a 
valuable  paper  on  the  subject,  and  said  that  he  had 
met  with  twenty  cases;  he  arrived  at  conclusions 
which  have  in  the  main  been  supported  by  subsequent 
observers.  Amongst  them  we  may  note  the  following  : 
That  second  attacks  of  syphilis,  although  not  very 
rare,  are  yet  exceptional  to  rule ; that  when  they 
occur  they  prove  that  the  patient  presenting  them 
had  been  cured  of  his  previous  attack  so  far  as  it 
was  a blood  disease,  though,  perhaps,  not  necessarily 
in  respect  to  tertiary  symptoms;  that  the  character 
of  the  second  attack  will  be  influenced  by  the  length 
of  the  period  which  has  elapsed  since  the  first,  and 
perhaps  also  by  its  severity. 

As  to  the  occurrence  of  a second  attack  being 
proof  of  the  absolute  cure  of  the  first,  a fact  insisted 
on  by  several  authors  (Ricord,  Diday,  Bumstead,  etc.), 
I am  obliged  to  feel  some  doubt.  Probably  a com- 
plete second  attack  in  which  the  disease  observes  its 
usual  stages,  and  produces  all  the  usual  phenomena, 
does  prove  that  the  individual  so  affected  was  free  of 
his  former  taint  so  far  as  his  blood  was  concerned.  It 
is,  however,  going  much  further  to  assume  that  his 
tissues  had  become  free  from  the  influence  of  the 
former  attack.  A liability  to  tertiary  forms  of  disease 
might  still  exist. 

Classification  of  second  infections.- — We  may 

perhaps  group  the  cases  of  second  infections  under 
the  following  heads  : — 

First  group. — Those  in  which  the  local  infection 
produces  only  an  abortive  chancre.  These  are  numer- 
ous, and  probably  many  chancres  which  are  counted 
as  “soft”  owe  their  non-induration  to  the  fact  that 
the  patient  had  had  syphilis  before.  Non-indurated 
sores  in  syphilitic  subjects  are,  we  know,  sometimes 


78 


SYPHILIS 


[chap. 

very  troublesome,  and  display  unusual  features.  This 
class  of  cases  needs  more  careful  study.  As  a rule, 
no  obvious  constitutional  phenomena  result,  but  he 
would  be  rash  who  should  venture  to  assert  that  the 
blood  does  not  suffer  in  any  way. 

Second  group. — Cases  differing  from  the  preceding 
only  in  the  fact  that  the  primary  lesion  takes  on 
all  the  characters,  of  induration.  These  still  differ 
from  typical  syphilis  in  the  shortness  of  their  period 
of  incubation,  the  hardness  being  developed  com- 
paratively early.  They  also  differ  in  that  the  in- 
guinal glands  do  not  enlarge  (Diday).  The  in- 
duration is  very  variable  in  its  duration,  and  may 
disappear  very  quickly.  By  these  features,  and  by 
the  fact  that  no  constitutional  symptoms  follow,  we 
separate  the  cases  of  this  group  from  the  two  follow- 
ing. It  is  obvious,  however,  that  there  are  possible 
fallacies.  Inasmuch  as  treatment  is  almost  always 
resorted  to,  it'  may  easily  be  that  to  its  influence 
rather  than  to  non-infection  of  blood  we  ought  to 
attribute  the  immunity  from  a general  outbreak.  It 
is  not  improbable  that  some  cases  which  have  been 
assigned  to  this  group  were  examples  of  recurred  in- 
duration in  the  site  of  a former  chancre  and  were  of 
tertiary  nature.  In  the  time  of  Diday  this  peculiar 
form  of  induration  had  not  been  recognised. 

Third  group.- — Cases  in  which  the  second  infection 
develops  a hard  sore  that  is  followed  by  general 
symptoms  of  an  exceptional  kind,  and  assuming  rather 
the  features  of  those  known  as  tertiary  than  secondary. 
These  are  the  cases  in  which  only  a short  interval  has 
elapsed  since  the  former  attack.  The  constitutional 
symptoms  may  be  of  the  nature  of  rupia-lupus,  or  they 
may  take  the  form  of  nodes. 

Fourth  group. — Cases  in  which  the  disease  is  com- 
plete, and  conforms  in  all  respects  to  the  type  of 
an  original  attack.  In  all  these,  so  far  as  I have 
observed,  the  period  since  the  first  attack  has  been 
long,  and  the  cure  apparently  perfect. 

A case  which  is  conclusive  as  to  the  possibility 
of  re-infection  in  the  tertiary  stage  occurred  to  M. 
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Bouley,  who  in  1851  attempted  to  syphilise  a woman 
for  the  cure  of  severe  tertiary  symptoms.  The  result 
was  the  production  of  a primary  chancre  of  the  in- 
fecting kind,  and  an  outbreak  of  secondary  symptoms. 

Among  the  authors  who  have  recorded  cases  proving 
re-infection  we  have  Gascoyen,  Follin,  Bouley,  Hardic, 
Bocck,  and  Caspary.  An  excellent  summary  of  their 
evidence  is  given  by  Hill  and  Cooper.  Mr.  Gas- 
coyen’s  paper,  published  in  the  Medico  -Chirurgical 
Transactions,  1873,  is  especially  valuable,  since  it  deals 
with  eleven  cases  which  occurred  under  his  own  ob- 
servation. In  seven  he  had  treated  the  patient  for 
both  attacks  himself.  In  four  of  the  eleven,  an  in- 
durated sore  was  the  only  proof  of  re-infection,  but 
in  six  there  were  also  constitutional  symptoms.  My 
own  experience  fits  very  closely  indeed  with  that  of 
Mr.  Gascoyen,  and  we  have  each  of  us  recorded  a 
single  case  in  which  a patient  had  syphilis  three 
times. 

Illy  recent  experience  as  to  second  infections 

of  syphilis  (1909). — Up  to  this  page  the  facts  and 
statements  relating  to  second  infections  have  been  given 
almost  without  alteration  from  the  first  edition  of  this 
work.  Nor  have  I now  much  of  importance  to  add  to 
them.  In  vol.  vi.  of  my  A rchives  of  Surgery,  page  17, 
a detailed  paper  was  commenced  which  was  devoted 
to  “ Second  Infections  of  Syphilis.”  Fifty-four  cases 
from  my  own  practice  were  recorded  and  examined.  It 
is  needless  here  to  repeat  any  of  them,  but  the  following 
conclusions  may  be  recorded. 

Renewed  examination  of  the  facts  supports  the 
impression  previously  formed  that  the  risk  of  phage- 
dsenic  ulceration  of  the  chancre,  and  of  rupial  erup- 
tions afterwards,  is  greater  in  second  attacks  than  it 
is  in  first  ones.  In  eight  of  the  cases  which  were 
adduced,  the  second  chancre  took  on  phagedsena.  Some 
of  the.  worst  cases  of  phagedrenic  chancres  which  I 
have  ever  seen  occurred  to  patients  who  had  suffered 
from  syphilis  before,  and  the  same  remark  applies 
to  rupia  and  ulcerating  eruptions.  It  seems  not 
improbable  that  an  attack  of  syphilis,  however  well 
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cured,  leaves  the  patient’s  tissues  ever  afterwards 
liable  to  forms  of  ulceration  which  approach  closely 
to  phagedsena. 

A majority  of  those  who  have  had  syphilis  once 
probably  never  expose  themselves  to  a second  risk; 
but  the  number  of  those  to  whom  this  statement  will 
not  apply  is  yet  very  large.  As  a rule,  when  we  see 
a well-indurated  chancre  accompanied  by  a char- 
acteristic eruption  on  the  skin,  we  feel  almost  certain 
that  the  patient  has  never  had  syphilis  before,  and 
in  ninety-nine  cases  out  of  a hundred  this  inference 
is  probably  correct.  We  may  assume,  therefore,  with 
confidence  that  the  general  belief  that  an  attack  of 
syphilis  does  exercise  a definite  protective  influence 
over  the  organism  is  well  founded.  Possibly  the  ex- 
ceptions are  not  more  frequent  than  they  are  in  the 
case  of  small-pox.  The  protective  influence  of  vac- 
cination is  transitory  in  almost  all,  although  in  all 
complete  and  effectual  for  a time.  That  of  an  attack 
of  small-pox  lasts  much  longer  than  that  of  vaccina- 
tion, but  it,  too,  is  transitory,  and  the  duration  of 
the  protection  which  it  affords  varies  in  different  in- 
dividuals. A few  instances  are  on  record  in  which 
second  attacks  of  small-pox  have  occurred  after  very 
short  periods.  It  is  well  known  that  a partial  or 
even  complete  success  with  second  vaccinations  may 
in  some  persons  be  obtained  after  very  brief  intervals. 
Possibly  the  facts  as  regards  syphilis  arc  not  very 
dissimilar.  As  has  been  suggested  in  a previous  page, 
idiosyncrasy  may  have  much  to  do  with  the  result  in 
both  cases.  I have  repeatedly  mentioned  the  fact 
that  one  of  my  patients,  who  had  two  most  definite 
attacks  of  syphilis,  had  also  had  small-pox  twice.  It 
may  be  that  in  some  individuals  tissue -metabolism 
occurs  more  rapidly  than  in  others,  and  that  thus  the 
liability  to  a fresh  attack  of  a specific  disease  is  sooner 
developed. 

It  is  quite  impossible  to  give  any  opinion  of  value 
as  to  whether  the  methods  resorted  to  for  the  cure 
of  the  first  attack  of  syphilis  have  any  influence  in 
rendering  the  patient  more  or  less  liable  to  a second 


Plate  3.— Large  Indurated  and  Ulcerated  Chancre 
of  the  Upper  Lip 


SECOND  INFECTIONS 


81 


vm] 


attack.  It  is  easily  conceivable  that  syphilis  allowed 
to  run  its  full  course  unrestrained  by  specifics  may 
be  more  efficiently  protective  than  when  the  suppression- 
treatment  has  been  adopted.  The  facts  recorded,  how- 
ever, conclusively  prove  that  complete  and  even  pro- 
tracted syphilis  is  not  absolutely  protective,  and  I am 
not  aware  of  any  which  can  be  quoted  as  indicating 
that  those  in  whom  the  secondary  stage  has  been 
prevented  are  more  liable  to  new  infections  than 
others. 

We  cannot,  I think,  be  wrong  in  believing  that 
those  who  have  had  syphilis,  if  exposed  to  the  risk 
of  fresh  inoculation,  easily  develop  new  sores,  which 
in  the  majority  of  instances  prove  only  abortive. 
These  sometimes  run  an  irregular  course.  Thus,  for 
instance,  they  may  inflame  more  than  is  usual,  or 
they  may  take  on  induration  earlier  than  is  usual. 
It  is  difficult  from  my  personal  experience  to  give 
any  opinion  as  to  how  many  of  these  second-infection 
sores  prove  to  be  abortive  ones,  for  it  is  my  rule  of 
practice  always  to  prescribe  mercury.  It  is  highly 
probable,  however,  that  a considerable  majority  would 
not  be  followed  by  any  secondary  symptoms,  even  if 
no  treatment  were  adopted.  It  is  a plausible  sugges- 
tion that  not  a few  of  the  so-called  “ soft  ” chancres 
are  really  inoculations  of  the  true  virus  in  those  who 
have  had  the  disease  before. 

Some  of  the  most  definite  examples  of  second  attacks 
of  syphilis  are  encountered  in  cases  in  which  the 
chancre  has  been  in  one  or  both  instances  erratic,  i.e. 
on  some  other  part  than  the  genitals.  I have  seen  at 
least  three  examples  in  which  a surgeon  has  suffered 
twice  from  the  midwifery  chancre  on  the  finger.  > In 
all  of  these,  different  fingers  were  affected  on  the  two 
occasions,  and  secondary  symptoms  followed  in  both. 
One  of  these  three  has  occurred  quite  recently,  and  the 

facts  are  worth  mention.  Mr. , aged  forty-six,  a 

married  surgeon  engaged  in  large  midwifery  practice, 
came  to  me  on  account  of  a rupia-lupus  eruption 
which  chiefly  affected  his  left  limbs.  There  could  be 
no  question  as  to  its  character.  He  attributed  it  to 
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a poisoned  forefinger  on  his  right  hand.  This  had 
been  attended  by  a bubo  and  followed  by  an  eruption, 
which,  in  spite  of  some  irregular  treatment,  had  lapsed 
into  its  present  condition.  He  showed  me  the  finger, 
with  its  nail  partly  destroyed,  and  also  the  nail  of 
another  finger  in  a similar  condition,  remarking,  “ This 
is  the  second  time  that  I have  contracted  syphilis  in 
midwifery  practice.”  On  asking  for  details,  I found 
that  his  first  syphilis  had  been  diagnosed  and  treated 
by  the  late  Mr.  Dunn,  who  gave  him  mercury  during 
many  months.  The  chancre,  which  was  under  a finger- 
nail, was  attended  by  a bubo  in  the  armpit,  and 
followed  by  an  eruption.  During  the  five  or  six  years 
which  intervened  between  the  two  chancres  there  had 
been  no  symptoms  whatever,  and  no  remedies  had 
been  used.  A not  unimportant  point  in  this  case 

is  that  Mr.  stated  that  on  each  occasion  his 

secondary  eruption  had  passed  into  that  which  he 
showed  to  me.  It  was  characterised  by  a number  of 
little  boils  and  small  subcutaneous  gummata  which 
ulcerated.  His  left  leg,  when  I saw  him,  was  covered 
with  ulcers  and  little,  indurated  knots — a syphilitic 
form  of  Bazin’s  malady.  Many  scars  had  also  been 
left  by  the  former  attack.  He  considered  that  his 
second  attack  of  syphilis  had  exactly  repeated  the 
phenomena  of  the  first. 

In  another  case  a clergyman  consulted  me,  in  1890, 
on  account  of  a sore  lip.  As  the  conditions  were  very 
suspicious,  and  there  was  a gland  as  hard  as  a bullet 
under  the  angle  of  his  jaw,  I asked  him  to  undress, 
and  found  his  trunk  covered  with  a syphilitic  eruption. 
On  informing  him  what  was  the  matter,  he  said  at 
once  that  he  had  been  treated  for  syphilis  at  Oxford 
in  1887.  On  that  occasion  he  had  an  eight  months’ 
treatment  by  mercury,  and  he  described  all  the  usual 
secondary  symptoms,  giving  me  the  name  of  a dis- 
tinguished surgeon  who  was  his  adviser.  I do  not 
think  that  there  could  be  the  slightest  doubt  as  to  the 
accuracy  of  this  history,  nor  oould  there  be  any  as 
to  the  fact  of  his  being  the  subject,  in  1896,  of  a 
well-characterised  lip-chancre,  with  bullet  bubo  and 
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plentiful  eruption.  The  interval  was  eight  years,  and 
during  the  whole  of  that  time  he  had  been  quite 
free  from  symptoms.  As  usual,  nothing  was  known 
as  to  the  manner  in  which  the  lip-chancre  had  been 
contracted. 

Three  indurated  chancres  (with  ci^lit  years’ 
Intervals)  in  flic  same  patient. — A barrister,  aged 
forty,  was  brought  to  me  by  his  medical  attendant 
in  April,  1892,  on  account  of  a distinctly  indurated 
chancre  in  the  roll  of  the  reflected  prepuce.  It  was 
quite  possible  that  it  was  the  result  of  fresh  con- 
tagion, but  it  was  also  possible  that  it  was  an  in- 
stance of  recurred  chancre,  for  it  was  exactly  in  the 
site,  as  he  believed,  of  a former  one.  It  had  been 
present  for  several  weeks,  but  as  yet  no  definite 
secondary  symptoms  had  occurred.  It  must  be  remem- 
bered, however,  that  he  had  already  been  given  some 
mercury.  It  was  a long  crescentic  ulcer  with  very 
hard  edges. 

The  patient  told  me  that  he  had  consulted  me  on 
a former  occasion,  and  on  turning  up  some  notes 
made  in  October,  1883,  I found  that  he  had  then  told 
me  that  he  had  been  treated  eight  years  previously 
for  what  was  said  to  be  an  indurated  chancre,  by  a 
well-skilled  surgeon  at  Cambridge.  He  escaped  second- 
ary symptoms.  When  he  came  to  me  on  October  9th, 
1883,  he  had  a sore  of  five  weeks'  duration,  on  which 
different  authorities  had  given  different  opinions.  I 
felt  no  doubt  that  it  was  specifically  indurated,  and 
advised  him  to  take  mercury.  This  was  done,  and  a 
month  later  all  induration  had  vanished,  and  no 
secondary  symptoms  had  followed. 

Thus  we  have  an  instance  of  three  occurrences  of 
indurated  chancre  in  the  same  patient,  with  two  in- 
tervals of  eight  years  each.  On  all  three  occasions 
mercury  was  given,  and  no  secondary  symptoms  oc- 
curred. In  each  instance  fresh  contagion  was  suspected. 
It  seems  most  probable  that  the  first  attack  was  true 
syphilis  well  cured,  and  that  the  two  later  were  really 
fresh  infections,  the  results  of  which  were  modified  by 
the  first  attack  and  by  the  treatment  promptly  adopted. 
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Example  of  tlic  occurrence  of  syphilitic 
lupus  iu  the  third  year  after  a second  attack 

of  syphilis. — Mr.  came  to  me  in  January,  1907, 

with  a very  peculiar  form  of  eruption.  A patch  over 
the  inner  canthus  of  the  right  eye  was  of  horseshoe 
shape,  as  large  as  a shilling,  and  consisted  of  bossy 
confluent  tubercles  a quarter  of  an  inch  in  height  and 
semi-transparent.  This  incomplete  ring  of  tubercles 
was  not  ulcerated.  The  semi-translucency  was  such 
that  I took  them  for  vesicles  until  I touched  them. 
They  were  quite  solid.  The  simulation  of  apple-jelly 
was  very  close.  On  inquiry,  it  appeared  that  he  had 
other  patches  more  or  less  similar  on  his  scalp,  under 
his  chin,  and  in  the  middle  of  his  back.  Some  of 
these  were  ulcerated  and  crusted,  and  were  character- 
istically lupus.  It  turned  out  that  I had  myself 
treated  him  for  syphilis  twenty  years  ago.  After  that 
for  a long  period  he  had  a syphilitic  lupus  of  the 
glans  penis,  and  when  this  had  disappeared  he  had 
fifteen  years  of  entire  freedom  from  symptoms.  At 
the  end  of  that  time  he  contracted  a fresh  chancre. 
On  March  29th,  1904,  he  had  consulted  me  for  what 
my  notes  describe  as  an  inflamed  indurated  chancre, 
consequent  on  exposure  six  weeks  previously.  For  this 
he  treated  himself  very  irregularly,  and  left  off  specifics 
much  too  soon. 

This  case  favours  the  belief  that  certain  lupoid 
affections  usually  seen  in  the  latest  stages  occur  much 
earlier  after  second  infections,  and  may  also  then 
assume  peculiar  features. 


CHAPTER  IX 


PHAGEDENA  IN  CONNECTION  WITH  ACQUIRED 

SYPHILIS 

When  an  ulcer  steadily  extends  in  area,  and  it  may 
be  in  depth,  and  when  its  edge  presents  little  irregu- 
larities as  if  it  had  been  eaten  away  by  a mouse,  we 
say  that  it  is  pliagcdsenic.  Very  often  the  edge 
presents,  on  careful  examination,  minute  black  points 
of  slough  not  bigger  than  pins’  heads ; whilst  in  more 
exceptional  cases  there  will  be  sloughing  of  larger  and 
more  conspicuous  portions,  and  the  spreading  will  be 
very  rapid.  To  this  latter  condition  the  term  “ slough- 
ing phagedaena  ” is  given. 

Sores  which  are  phagedaenic  are  nearly  always 
painful,  and  the  pain  is  proportional  to  the  extent 
and  rapidity  of  the  process ; they  are  also  liable  to 
bleed,  for  it  would  appear  that  the  arteries  adjacent  to 
them  often  fail  to  get  plugged  before  they  are  opened 
by  it.  If  the  ulceration  extends  deeply  and  involves 
vessels  of  any  considerable  size,  the  haemorrhage  may 
be  profuse. 

A certain  degree  of  power  to  cause  the  phagedaenic 
type  of  inflammation  appears  to  attach  itself  to  several 
specific  animal  poisons.  Thus  the  affections  called 
cancrum  oris  and  noma,  which  are  forms  of  sloughing 
phagedaena,  usually  occur  in  fairly  healthy  children 
as  the  sequelae  of  measles  or  of  scarlet  fever.  The 
syphilitic  virus,  however,  stands  pre-eminent  in  power 
in  this  direction,  and  probably  nineteen  out  of  twenty 
of  all  forms  of  phagedaenic  action  which  we  encounter 
in  practice  are  due  either  directly  or  indirectly  to 
its  influence. 

The  disease  known  as  “hospital  phagedaena” — which 
may  spread  through  a hospital,  attacking  many 
operation  and  other  wounds — is,  I believe,  almost 
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always  originated  by  the  admission  of  a case  of 
syphilitic  phagedsena  into  the  wards.  The  secretions 
of  a phagedsenic  wound  are  unquestionably  contagious, 
and  they  are  so  not  only  as  regards  other  individuals, 
but  also  in  reference  to  the  patient  himself.  It  is  in 
large  measure  by  the  contagion  of  its  own  elements 
that  a phagedsenic  wound  continues  to  spread.  Destroy 
the  edges  of  the  sore  and  clean  its  surface,  and  the 
disease  will  be,  in  most  instances,  arrested.  In  a few 
cases,  however,  the  constitutional  tendency  under  which 
the  disease  was  initiated  is  sufficiently  strong  to  begin 
it  again  and  again,  in  spite  of  the  most  efficient 
treatment.  In  these  latter  cases  the  use  of  internal 
specifics  becomes  almost  equally  important  with  that 
of  local  remedies. 

Syphilitic  inflammations  of  all  kinds  and  at  all 
stages,  whether  primary,  secondary,  or  tertiary,  are 
liable  to  take  on  phagedsenic  action.  Its  most  frequent 
examples,  however,  occur  in  connection  with  primary 
chancres.  Although  I have  admitted  that  it  may  attack 
the  non-infecting  as  well  as  the  infecting,  I could 
not  quote  from  my  own  experience  any  example  of  a 
well-characterised  primary  phagedsenic  sore  which  did 
not  prove  to  be  constitutionally  infective.  I am  speak- 
ing of  chancres  occurring  in  those  who  have  not  pre- 
viously suffered  from  syphilis,  for  exceptions  un- 
doubtedly occur  in  those  who  have  done  so. 

Phagedsenic  action  in  primary  sores  may  vary  much 
in  different  cases,  being  sometimes  slight  and  easily 
arrested,  at  others  persistent  and  extensively  destruc- 
tive. In  some  cases  it  may  destroy  the  whole  of  the 
penis  or  spread  extensively  on  the  vulva.  In  a few 
cases,  chiefly  in  young  prostitutes,  it  may  end  fatally. 
It  appears  to  be  more  apt  to  occur  in  sores  which  are 
concealed  under  a long  prepuce  by  which  the  secretions 
are  retained.  But  it  may  attack  sores  in  any  position. 
Whenever  a concealed  sore  becomes  painful  or  liable  to 
bleed,  the  foreskin  should  be  slit  up  and  free  access 
obtained. 

Several  different  measures  are  of  the  utmost  value 
in  the  treatment  of  phagedsena;  and  whilst  invariably 
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aggressive  if  left  to  itself,  it  is  almost  as  invariably 
cured  by  one  or  another,  or  by  several  combined.  In 
the  first  place,  we  have  local  measures  which  have  for 
their  object  the  removal  of  secretion  or  its  destruction. 
Amongst  these  the  application  of  nitric  acid  and  the 
use  of  the  permanent  bath  are  chief.  In  most  cases 
one  or  two  free  applications  of  nitric  acid  will  stop 
phagedaena.  It  is,  however,  a painful  measure,  and 
equally  good  results  may  usually  be  obtained  by 
keeping  the  part  immersed  in  warm  water.  In  a 
bad  case  the  patient  should  remain  day  and  night  in 
a sitz-bath ; but  in  a less  severe  one  he  may  get  into 
his  bed  for  five  or  six  hours  at  night.  When  he  leaves 
the  bath  the  sore  should  be  dressed  with  iodoform. 
Since  the  occurrence  of  phagedaena  is  most  frequently 
a concomitant  of  the  infecting  sore,  mercury  ought 
always  to  be  given  unless  it  definitely  disagrees.  With 
the  mercury  should  be  combined  full  doses  of  iron 
and  opium.  If  it  be  unquestionable  that  mercury 
does  disagree,  iodide  of  potassium  should  be  substi- 
tuted. 

A working:  hypothesis. — It  is  helpful  in  the  case 
of  phagedaena,  as  in  that  of  many  other  maladies,  to 
have  a working  hypothesis  in  reference  to  its  nature 
and  cause.  It  is  probable  that  it  depends  upon  the 
generation,  in  connection  with  preceding  specific  poison- 
ing, of  some  quasi-specific  but  quite  local  irritant. 
Whether  the  irritant  be  some  parasitic  organism  or 
only  a product  of  necrotic  inflammation  we-  cannot 
say,  but  it  is  certainly  infective  to  the  adjacent  tissues, 
and  its  complete  destruction  is  of  the  first  import- 
ance as  regards  cure.  Although  phagedaenic  action 
is  in  its  more  typical  examples  almost  exclusively 
syphilitic  as  to  predisposition,  yet  we  may  profitably 
remember  that  it  is  observed  also  after  some  other 
specific  fevers.  Cancrum  oris  after  measles,  as  we  have 
seen,  is  an  example  of  it,  and  it  is  occasionally  wit- 
nessed in  minor  degrees  after  variola,  vaccination,  and 
varicella. 

The  following  facts  seem  to  be  well  established 
respecting  phagedaena  in  syphilis  : — 
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That  a primary  chancre,  at  any  stage,  may  be- 
come phagedsenic. 

That  sores  which  have  never  been  characteristic- 
ally indurated  may  become  phagedsenic. 

That  the  secondary  eruption  also  may  ulcerate, 
and  become  phagedsenic. 

That  all  forms  of  tertiary  ulcer  are  likewise  liable 
to  be  so  affected. 

That  phagedsena  may  occur  not  only  on  the  skin, 
but  in  the  nose,  mouth,  throat,  and  vagina. 

Further,  as  general  laws  respecting  phagedsena,  we 
may  assert,  firstly,  that  it  is  sometimes  proved  to  be 
due  in  part  to  peculiarity  in  the  patient’s  state ; thus 
it  may  be  arrested  by  internal  treatment  alone  (mer- 
cury or  iodide).  Secondly,  that  it  is  much  more  often 
proved  to  be  due  chiefly  to  some  local  cause,  inasmuch 
as  in  the  same  patient  one  sore  may  be  phagedsenic 
and  another  quite  healthy,  and,  further,  that  it  may 
be  cured  at  once  by  a single  local  application,  or  by 
the  immersion  plan.  Thirdly,  that  in  the  majority  of 
cases  it  is  clearly  constitutional  as  regards  predis- 
position, and  local  as  regards  its  evolution  and  per- 
petuation, and  that  the  treatment  must  be  directed 
to  both  objects.  Thus  in  some  cases,  when  phagedsena 
has  got  well  established,  internal  treatment  without 
caustics  will  not  stop  it,  and  caustics  without  internal 
treatment  'are  also  powerless  to  effect  a cure.  The 
fact  that  the  phagedsenic  type  of  inflammation  is  for 
the  most  part  local  is  evidenced  by  the  manner  in 
which,  when  once  cured,  the  parts  remain  sound. 
Lastly,  I may  say  that  phagedsena  is  very  contagious, 
and  spreads  easily  from  one  sore  to  another.  In  some 
instances  conveyance  by  flies,  etc.,  may  be  plausibly 
suspected. 

Pliageda>na  in  general,  and  its  treatment.— 

We  might  almost  say  of  phagedsena  that  it  is  an 
accident  of  syphilis.  It  is  impossible  to  assign  its 
other  causes.  It  may  happen  to  persons  in  robust 
health,  in  whom  no  peculiarity  whatever  can  be  traced. 
When  once  it  has  been  stopped  by  treatment  it  shows 
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no  tendency  to  return ; thus  strongly  supporting  the 
belief  that  it  is  local  rather  than  constitutional.  A 
patient  may  have  a chancre  which  never  shows  any 
tendency  to  phagedsenic  action,  and  then  in  a few 
years  one  which  does  so  in  a most  definite  manner, 
and  then,  still  later,  another  which  does  not.  Nay, 
yet  more  conclusive,  a man  may  have  a phagedsenic 
ulcer  on  one  leg,  and  another  ulcer  on  the  other,  which 
latter,  at  the  same  time,  affords  a type  of  a clean 
granulating  sore.  I speak  of  what  I have  carefully 
observed  myself.  Thus,  I think  we  may  say  for  certain 
that  phagedsenic  inflammation  does  not  always  take  its 
peculiarities  from  the  state  of  the  patient’s  system. 
Probably  it  may  be  bred  in  any  syphilitic  ulcer,  which, 
having  become  inflamed,  is  then  irritated,  or  neglected 
as  regards  cleanliness.  Retention  of  the  products  of 
inflammation,  as  in  the  case  of  a sore  concealed  by  a 
phimosed  prepuce,  is  the  influence  which  seems  most 
powerful.  In  many  cases  of  inflamed  chancres  con- 
ditions closely  approaching  phagedsena  are  witnessed, 
and  by  timely  attention  to  cleanliness,  or  by  the  use 
of  specifics,  the  tendency  is  arrested.  Inflammation 
always  precedes  phagedsena ; indeed,  phagedsena  is 
simply  an  ulcerating  inflammation  which  produces  a 
contagious  secretion.  This  secretion  is  infectious  both 
to  the  adjacent  tissues  and  to  wounds  on  other  parts, 
or  on  other  persons.  Phagedsenic  inflammation  may 
be  of  the  most  varying  degrees  of  intensity,  but  is 
always  the  same  in  nature.  Although,  as  I have 
stated,  many  facts  seem  to  show  that  it  is  of  local 
rather  than  constitutional  origin,  and  is  kept  up  by 
local  contagion,  yet  it  must  be  admitted  that  con- 
stitutional influences  are  sometimes  necessary  for  its 
cure.  Probably  in  nine  out  of  ten  cases  local  treat- 
ment will  succeed,  whilst  in  the  tenth  it  will  fail. 
Nothing  that  I have  witnessed  would  lead  me  to  put 
much  faith  in  either  opium  or  steel,  although  both 
have  had  their  advocates.  If  local  remedies  fail,  it 
will  be  best  to  send  the  patient  to  the  seaside. 

In  most  cases  of  phagedsena,  immersion  for  two 
or  three  days  will  suffice  to  clean  the  sore.  I have, 
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however,  seen  a few  cases  which  resisted  both  immersion 
and  cauterisation,  or,  at  any  rate,  were  not  completely 
cured  by  them,  and  in  which,  as  a final  resort,  I had  to 
send  the  patient  to  the  sea.  In  all  cases,  however, 
the  measures  mentioned  sufficed  to  change  completely 
the  character  of  the  sore,  and  to  arrest,  for  the  most 
part,  all  active  destruction,  though  not  to  bring  about 
healing.  In  a few  chronic  cases  I have  seen  iodoform 
cure  at  once,  when  other  remedies  had  failed. 

In  the  case  of  epidemic  or  “ hospital  ” phagedsena, 
we  may  hold  that  it  is  from  beginning  to  end  a local 
malady.  I know  of  no  constitutional  conditions  which 
predispose  to  it,  and  of  no  remedies  addressed  to  the 
general  health  which  will  definitely  influence  its  course. 
In  the  syphilitic  phagedaena  we  have  the  two  things  to 
think  of  : we  must  give  the  patient  specific  remedies, 
and  we  must  also  treat  the  phagedsena-element  by 
appropriate  local  measures.  We  cannot,  as  a rule, 
cure  syphilitic  phagedsena  by  either  alone.  The  local 
measures  to  which  I refer  are  those  which  tend  to 
prevent  the  continued  contamination  of  the  wound  by 
its  own  secretions.  Get  rid  of  the  pus  cells,  etc., 
either  by  the  immersion  plan,  or  by  charring  them 
up  with  some  caustic,  and  we  shall  soon  find  that 
the  wound  begins  to  look  healthy,  provided  w*e  have, 
at  the  same  time,  introduced  a specific  into  the 
blood. 

In  the  cases  which  arc  not  of  syphilitic  origin, 
the  local  measures  are  alone  sufficient.  Thus  we  shall 
see  that  the  law  under  wffiich  phagedaena  persists  in 
a wound  in  which  it  has  once  originated,  whether 
its  origin  may  have  been  autogenetic  (that  is,  as  I 
should  hold,  specific)  or  from  contagion,  is  the  same 
as  that  by  which  it  spreads  from  one  individual  to 
another.  It  is  the  contagious  nature  of  the  secretion 
produced.  I do  not  think  that  there  is  the  least 
evidence  in  support  of  the  belief  that  it  can  spread 
by  infection,  that  is,  through  the  atmosphere;  but  in 
all  probability  the  pus  cells  produced  in  a phagedsenic 
sore  are  very  virulently  contaminating,  and  will  pro- 
duce, either  upon  the  tissues  of  the  patient  himself, 
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or  on  those  of  another  person,  a precisely  similar 
type  of  inflammation.  If  the  secretion  from  a syphi- 
litic sore  in  a state  of  phagedsena  be  transferred  to 
a healthy  person,  we  shall  get  as  the  result  phagedsena, 
but  in  all  probability  not  syphilis.  It  would  appear 
that  the  phagedsenic  action  suffices  to  destroy  the 
vitality  of  the  syphilitic  virus,  or  perhaps  to  destroy 
the  tissues  containing  it,  and  thus  to  prevent  its 
multiplication. 

Case  -of  plia^edama  cured  by  immersion 
treatment. — A gentleman,  aged  thirty-eight,  of  tem- 
perate habits,  stout  and  pallid,  had  a first  chancre  in 
March,  1869.  It  soon  destroyed  the  frsenum,  but  under 
iodide  of  potassium  and  iron  it  seemed  to  become 
healthy.  A relapse  occurred,  however,  and  the  lower 
half  of  the  glans  was  involved  in  gangrene.  Two 
months  after  the  contagion  he  was  brought  to  town. 
In  spite  of  the  repeated  use  of  nitric  acid,  almost  the 
whole  glans  had  been  destroyed,  and  he  had  two  rupial 
sores,  one  on  his  cheek  and  the  other  on  his  leg.  As 
the  relapse  had  occurred  whilst  taking  the  iodide 
in  ten-grain  doses,  it  had  been  put  aside,  and  the 
phagedsena  had  been  treated  by  opium,  which  had 
been  pushed  until  he  was  taking  drachm  doses  of 
laudanum  every  four  hours,  with  free  allowance  of 
stimulants.  I prescribed  the  iodide  again  in  ten- 
grain  doses,  with  ammonia,  and  directed  that  he 
should  disuse  the  opium  and  stimulants,  and  sit  in 
a warm  bath  night  and  day.  He  did  this — with  the 
exception  of  a short  rest  in  bed  at  nights— for  a fort- 
night. The  phagedsena  never  spread  from  the  day 
that  this  treatment  was  begun,  and  in  the  end  the 
sore  healed  well.  The  two  rupial  sores  also  healed 
under  the  iodide,  and  no  other  secondary  symptoms 
followed. 

This  case  proves  the  inutility  of  opium,  even  in 
large  doses,  the  value  of  the  iodide  in  combination 
with  ammonia,  and.  above  all,  the  efficacy  of  the 
continuous  immersion. 

Plia;ged;rna  of  tlic  nose  and  throat.— One  of 

the  most  destructive  forms  of  phagedsena  is  that 
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which  attacks  the  nose.  Although  it  may  occasionally 
affect  the  tonsillar  ulcers  of  the  secondary  period,  it 
more  usually  occurs  as  a tertiary  manifestation  three 
or  more  years  after  contagion.  It  may  be  either 
chronic  or  acute.  In  the  more  rapid  cases  it  may 
destroy  the  septum  and  greatly  deform  the  nose  in  a 
few  weeks.  Sometimes  it  involves  the  alae  also,  or  it 
may  extend  backwards  to  the  palate.  The  treatment 
must  be  prompt  and  vigorous.  The  nasal  passages 
must  be  cleansed,  and  liberally  cauterised  with  acid 
nitrate  of  mercury.  Iodide  of  potassium  with  ammonia 
must  be  freely  given,  and  iodoform  dusted  over  the 
surface. 

A very  similar  form  of  phagedaenic  ulceration  of 
the  nose,  but  not  usually  so  rapid  in  its  course, 
occurs  in  connection  with  the  inherited  disease,  both 
in  adults  and  children.  It  has  sometimes  been  called 
"erosive  lupus,”  or  “lupus  vorax.”  It  is  very  neces- 
sary, however,  to  distinguish  it  from  common  lupus, 
since,  unless  the  proper  special  measures  are  adopted, 
the  patient  will  be  miserably  disfigured.  There  are 
no  cases  in  which  prompt  action  on  the  part  of  the 
surgeon  is  more  urgently  required  or  more  certain  of 
its  reward. 

Ha'inorrliage  in  phagedaena. — It  often  happens 
that  phagedaena  on  the  penis,  in  the  nose,  throat,  or 
other  parts,  is  attended  by  haemorrhage.  In  the  case 
of  an  infant  who  suffered  from  it  in  the  nose,  and 
in  whom  constitutional  treatment  failed  to  arrest  it, 
death  followed.  The  passages  were  so  small  and  there 
was  so  much  swelling  that  it  was  impossible  to  employ 
efficient  local  measures.  I have  several  times  seen 
arterial  haemorrhage  from  a phagedaenic  chancre  on 
the  penis  so  profuse  and  recurrent  as  to  threaten 
death,  but  success  was  always  eventually  obtained. 

Pliastcdaaiir  sore  promptly  treated ; indura- 
tion and  secondary  symptoms  afterwards. — The 
late  Mr.  Jenkins,  of  Leadenhall  Street,  brought  to 
me  a gentleman,  aged  forty,  who,  two  months  pre- 
viously, had  been  treated  for  a phagedaenic  chancre. 
The  phagedaena  had  on  that  occasion  been  stopped  by 
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a single  free  application  of  nitric  acid,  made  by  Mr. 
Curling.  When  the  patient  came  to  me  the  base  of 
the  scar  was  characteristically  indurated,  and  he  had 
a characteristic  scaly  rash.  The  case,  therefore,  proves 
that  a sore  may  indurate,  and  that  constitutional  symp- 
toms may  follow,  after  the  cure  of  phagedsena.  The  sore 
was  in  the  roll  of  the  prepuce.  Our  patient  was  in 
excellent  health,  and  had  never  had  syphilis  before.  I 
saw  him  again  a fortnight  later.  The  scar  of  the 
former  ulcer  was  now  quite  sound,  but  beneath  and 
above  it  was  still  a collared  induration  of  the  most 
characteristic  kind.  I had  ventured  to  prescribe  small 
quantities  of  mercury,  and  these  were  now  increased, 
with  excellent  results.  The  case  shows  that  the  ten- 
dency to  phagedama  may  be  only  temporary,  and  that 
its  cure  may  be  effected  by  local  means  alone,  and 
may  be  permanent,  although  the  progress  of  the 
syphilis  may  be  unchecked.  It  also  proves  that,  to 
say  the  least  of  it,  mercury  is  not  injurious  in  these 
cases.  More  recent  experience  has  impressed  the  convic- 
tion that  it  is  usually  very  helpful  even  from  the  first. 

Iod<»(orin. — The  efficiency  of  iodoform  in  cases  of 
superficial  phagedsena  when  the  surface  is  well  exposed 
is  very  noteworthy.  It  is  probable  that  since  this 
drug  has  gained  its  reputation  the  prevalence  of 
phagedsena  has  been  very  much  reduced.  Many  an  un- 
healthy sore  on  the  verge  of  phagedsena  has  been  made 
healthy  by  its  use.  It  were  much  to  be  wished  that 
its  value  and  the  facility  of  its  application  in  cases 
of  phagedsena  in  the  nose  and  throat  were  more  widely 
understood.  The  nasal  bones,  the  soft  palate,  or  the 
alse  nasi  might  often  in  turn  be  saved  if,  in  addition 
to  the  iodides  internally,  the  parts  were  liberally  dusted 
three  or  four  times  daily  with  iodoform.  Patients 
easily  learn  to  apply  it  themselves  by  means  of  a pair 
of  long  forceps  and  dossils  of  cotton-wool  renewed 
every  time  of  touching.  In  these  positions  we  are 
precluded  from  the  use  of  immersion,  and  the  appli- 
cation of  the  actual  cautery  or  of  fluid  caustics  is 
often  difficult.  Iodoform  under  these  circumstances  is 
invaluable. 
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PiisigcdH'uic  ulceration  of  the  lace  in  con- 
nection with  inherited  aypliills. — One  of  the  most 
deplorable  cases  that  I have  ever  seen  of  this  nature 
occurred  in  the  case  of  a young  man  who  was 
brought  to  me  by  Dr.  Thorne.  I was  informed 
that  the  family  history  was  complete,  Dr.  Thorne 
having  known  the  parents  and  the  patient  from 
his  infancy.  There  was,  however,  no  need  for  any 
history,  for  the  poor  lad  was  absolutely  deaf  and 
had  typically  notched  teeth.  The  principal  feature  of 
interest  was  the  existence  of  very  extensive  phagedsenic 
ulceration,  involving  the  parts  around  the  right  orbit. 
The  eye  itself  had  been  excised  about  eighteen  months 
before  I saw  him,  and,  so  far  as  I could  get  at  the 
facts,  it  appeared  that  the  wound  had  been  attacked 
by  a sort  of  chronic  phagedsena,  which  had  persisted 
up  to  the  present  time.  It  had,  however,  been  much 
aggravated  of  late.  At  the  time  of  his  visit  to  me, 
thq  ulcer  included  the  entire  orbit  and  the  greater 
part  of  the  cheek  and  forehead.  It  was  almost  exactly 
round,  and  presented  everywhere  an  abrupt  elevated 
edge,  not  much  unlike  that  of  a rodent  ulcer.  There 
was,  however,  more  of  inflammation  and  of  unhealthy 
secretion  about  it  than  is  seen  in  the  latter  malady. 
The  phagedenic  action  had  obviously  been  chronic 
rather  than  acute.  The  whole  of  the  parts  involved  in 
the  ulceration  were  considerabty  swollen.  There  was  a 
large  ulcer  of  a similar  character,  though  much  less 
severe  in  type,  under  the  right  ear. 

There  were  some  other  facts  of  interest  about  this 
case,  apart  from  the  chronic  phagedsena  which  I have 
described.  The  youth  was  evidently  the  subject  of  a 
general  arrest  of  development,  and,  althoxigh  eighteen, 
he  did  not  look  more  than  twelve.  His  deafness  was 
absolute.  There  was  a history  that  he  had  formerly 
suffered  from  paraplegia,  but  from  that  he  had  wholly 
recovered.  He  had  been  treated  by  the  late  Mr.  George 
Critchctt  during  his  attack  of  keratitis  eight  or  ten 
years  ago,  and  had  subsequently  been  under  the  care 
of  Mr.  Field  for  his  deafness. 

The  results  of  treatment  in  this  case  were  most 
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satisfactory.  The  enormous  size  of  the  ulcer  made  me 
reluctant  to  use  the  caustic  acid  nitrate  (according  to 
custom  at  that  time),  and  I contented  myself  by  pre- 
scribing the  three  iodides  and  an  iodoform  ointment. 
Under  these  in  about  two  months  the  ulcers  had  healed. 

in  jho  throat. — An  example  of  the 
occurrence  of  pliagedsena  in  the  throat  in  the  secondary 
stage  of  syphilis  came  under  my  observation  in  the 
case  of  a young  man  whom  1 saw  in  November,  1906. 
He  had  a chancre  in  August,  and  I saw  him  in  the 
end  of  November.  There  was  a deep  ulcer,  involving 
the  whole  of  his  right  tonsil  and  extending  widely  in 
adjacent  parts.  It  was  covered  with  glairy  secretion 
and  smelling  abominably.  Part  of  the  soft  palate  was 
destroyed,  and  the  side  of  the  uvula  involved.  The  ulcer 
was  extending  rapidly,  and  had  for  more  than  a week 
prevented  his  swallowing  anything  except  fluids.  He 
was  pale  and  cachectic,  but  said  that  he  had  been  in 
good  health  prior  to  the  syphilis.  He  had  been  sali- 
vated. Remains  of  the  chancre  were  still  present,  and 
a -sparing  pustular,  almost  rupial,  eruption.* 

It  is  not  necessary  to  give  details  of  treatment. 
A good  recovery  resulted. 

* Mr.  Carmichael,  writing  in  1834,  bore  testimony  to  the  local  nature 
of  the  phagedamic  process  and  its  curability  by  local  measures  : — “ For 
phagedenic  primary  ulcers  I have  always  found  mercury  most  injurious. 
They  are  most  successfully  treated  by  the  application  of  strong  nitric 
acid,  immediately  followed  by  a douche  of  cold  water.  The  same  applica- 
tion is  also  the  most  efficient  for  phagedenic  ulceration  of  the  throat, 
which  if  not  checked  will  soon  extend  over  the  velum,  uvula,  and  back 
of  the  pharynx.”  We  may  suspect  that  Mr.  Carmichael’s  reprobation 
of  mercury  was  based  upon  his  experience  of  cases  in  which  local  treat- 
ment had  been  omitted. 


CHAPTER  X 


THE  SECONDARY  OR  EXANTHEM  STAGE 

Interval  between  llie  primary  and  tlie  second- 
ary symptoms. — The  chancre  and  the  bubo  make  up 
together  the  primary,  or  local,  group  of  syphilitic 
symptoms.  We  shall  be  very  near  the  mark  if  we  say 
that  definite  induration  in  the  chancre  is  rarely  present 
till  five  weeks  have  elapsed  from  the  date  of  contagion, 
and  that  secondary  phenomena  seldom  follow  till  from 
two  to  four  weeks  later  still.  There  is  thus  a period  of 
from  two  to  four  weeks,  after  it  has  been  possible  to 
recognise  the  infecting  sore  for  a certainty,  before  the 
time  at  which  more  general  symptoms  will  show  them- 
selves. If  this  period  has  been  well  employed — if,  in 
other  words,  mercury  has  been  freely  and  adequately 
given — it  is  quite  the  exception  for  any  secondary  symp- 
toms to  occur  at  all.  At  any  rate,  if  they  do,  they  are 
but  slightly  and  very  feebly  marked.  The  earlier  the 
mercury  is  resorted  to,  the  greater  the  probability  that 
they  will  be  wholly  prevented.  Even  when  not  per- 
manently prevented  they  will  usually  be  much  delayed. 

If,  however,  the  course  has  been  only  a short  one, 
the  sequel  will  prove  in  a certain  number  of  cases, 
often  apparently  the  most  successful,  that  delay  only  has 
been  accomplished.  After  even  a six  months’  treatment 
with  mercury,  and  absolute  absence  of  symptoms  during 
the  whole  of  that  time,  an  outbreak  may  occur  if  it  is 
suspended.  It  is  this  remarkable  power  of  mercury  as 
an  antidote  to  syphilis  which  has  led  to  such  different 
opinions  as  to  the  laws  of  the  evolution  of  the  disease. 
If  mercury  were  never  given  we  should  soon  see  that 
syphilis  is  much  more  regular  in  its  course  and  stages 
than  is  generally  supposed.  The  order  of  events  in  cases 
not  interfered  with  would  be  probably  somewhat  as 
follows  : At  the  end  of  about  six  weeks  from  the  date  of 
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contagion  the  patient  would  begin  to  experience  slight 
malaise  and  feverishness,  and  his  temperature  would 
rise  a little  every  evening.  During  the  next  fortnight, 
if  the  skin  of  his  chest  and  abdomen  were  carefully 
inspected,  it  would  be  found  to  be  mottled  by  a patchy 
congestion,  not  unlike  measles,  but  more  dusky  and  not 
nearly  so  conspicuous.  To  this  the  term  “ syphilitic 
roseola  ” is  appropriate.  It  is  often  very  evanescent, 
present  at  one  part  of  the  day  and  gone  at  another,  or 
it  may  last  only  a few  days  and  then  disappear.  Simul- 
taneously with  it,  a little  later  or  a little  sooner,  sym- 
metrical superficial  ulcerations  on  the  tonsils  occur, 
and  these,  too,  may  be  very  transitory,  and  cause  so 
little  annoyance  that  the  patient  may  be  scarcely  aware 
that  his  throat  is  sore.  As  the  roseola  fades,  or  it  may 
be  before  it  fades,  other  types  of  eruption  will  follow; 
and  a rash  composed  of  little,  smooth-topped  or  slightly 
scaly  papules  is  the  most  common.  The  eruption  may, 
however,  vary  within  very  wide  limits.  It  may  be  a 
lichen,  or  it  may  be  pustular ; or  it  may  take  the 
impetigo  or  acne  type;  or  it  may  be  vesicular  or  bullous, 
and  thus  assume  the  rupia  type ; or  it  may  be  corymbi- 
foi’m;  and,  however  extraordinary  the  assertion  may 
seem,  it  may  sometimes  be  indistinguishable  from  the 
pustules  of  variola. 

The  contagion  - period.  — We  know  respecting 
syphilis  that  during  its  early  stages  the  blood  and  all 
products  of  inflammation  may  become  the  vehicles  of 
the  contagion.  How  long  this  condition  exists  we  do 
not  know.  That  the  blood  may  still  be  contagious  after 
the  external  phenomena  have  vanished  we  know  from 
the  facts  of  vaccination-syphilis,  and  from  many  in- 
stances of  accidental  inoculation.  A vast  amount  of 
negative  evidence  favours  the  belief  that  the  normal 
secretions,  the  saliva,  the  milk,  the  sweat,  the  semen, 
are  not  usually  vehicles  of  contagion.  If  they  were  so, 
syphilis  would  be  far  more  common  than  it  is.  The 
rarity  of  the  lip-chancre  is  an  almost  conclusive  fact 
against  contagion  by  the  saliva,  when  we  reflect  how 
frequently  the  subjects  of  syphilis  fail  to  take  any  pre- 
cautions as  to  kissing.  So  also,  as  regards  the  semen, 
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is  the  fact  that  syphilitic  husbands,  if  themselves  fro,? 
from  symptoms,  do  not  usually  communicate  the  disease 
unless  pregnancy  ensues.  Yet  it  is  unquestionable  that 
the  virus  exists  in  the  semen  in  a manner  which  permits 
of  spermatic  infection  of  the  embryo.  It  is  possible, 
however,  that  this  may  be  a very  different  thing  from 
the  infection  of  a wound. 

A very  large  amount  of  negative  evidence  supports 
the  belief  that  the  virus  ceases  to  exist,  in  a form  efficient 
for  contagion,  long  before  the  subject  of  the  disease  is 
free  from  the  risk  of  relapse.  Almost  all  the  examples 
of  accidental  contagion  occur  within  short  periods  from 
the  beginning.  It  is  seldom  that  more  than  two  years 
can  be  proved  under  such  circumstances.  The  primary 
and  all  secondary  lesions  are  certainly  contagious,  and 
during  their  persistence  the  blood  is  virulent;  but  after 
they  have  ceased,  whether  from  treatment  or  without  it, 
there  is  reason  to  believe  that  the  virus  does  not  long 
remain  potent  for  contagion.  No  instances  of  con- 
tagion from  a tertiary  lesion,  or  from  one  produced 
more  than  five  years  after  the  primary  disease,  have 
occurred  within  my  personal  knowledge.  Perhaps  I 
might  shorten  the  period  to  three  years.  Yet  long  after 
such  periods  the  patient  continues  to  be  himself  liable 
to  various  peculiar  forms  of  local  inflammation  con- 
sequent on  his  taint. 

Syphilis  as  a cause  of  overgrowth. — I shall 
allude  farther  on  to  the  fact  that  one  of  the  mani- 
festations of  secondary  syphilis  is  the  production 
of  papillary  warts.  The  fact  that  we  encounter  not 
only  the  most  various  modifications  of  inflammatory 
processes,  but  also  conditions  which  arc  in  the  main 
produced  by  structural  overgrowth,  is  so  remarkable 
that  I must  refer  to  it  in  some  detail.  The  warts  which 
we  see  on  the  middle  of  the  dorsum  of  the  tongue  are 
the  most  simple  and  definite  example  of  this  simple 
enlargement.  They  are  often  unattended  by  inflamma- 
tory infiltration  of  adjacent  parts,  and  consist  simply 
of  hypertrophied  papillae.  They  wither  when  mercury 
is  given.  Now  and  then  similar  warts,  directly  due  to 
syphilis,  are  seen  on  the  genitals,  and  sometimes  (but 
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very  rarely,  excepting  in  connection  with  syphilis  in 
the  tropics)  the  whole  skin  eruption  assumes  a papil- 
lary or  framboesial  type.  The  “ condyloma  ” is,  how- 
ever, much  more  common  than  the  ordinary  wart.  It 
is,  indeed,  a variety  of  wart,  and  between  it  and  the 
typical  verruca  mollis  we  observe  all  gradations.  The 
great  thickening  of  the  intima,  which  often  occurs  as 
the  first  stage  of  syphilitic  arteritis,  is  also  in  many 
instances  a condition  of  hypertrophy  rather  than  of 
inflammation.  The  same  remark  applies  to  some  of 
the  cases  of  hypertrophic  sclerosis  which  we  meet  with 
in  syphilis,  in  which  there  is  much  diffuse  fibrous  over- 
growth.  This  fibrous  overgrowth  may  vary  much  in 
the  amount  of  its  cell  infiltration. 

Thus  it  may  be  said  that  the  syphilitic  virus  often 
causes  organic  hypertrophy  in  the  first  instance,  and 
inflammation  more  or  less  marked  in  the  second.  Some- 
times no  obvious  inflammation  occurs,  and  the  chancre 
and  eruption  may  run  their  course  without  pain  or 
irritation,  without  ulceration  and  without  discharge. 

General  phenomena  of  flic  constitutional 
stag'c. — At  the  same  time  that  the  skin  is  affected,  the 
eye,  the  periosteum  of  the  bones,  the  bones  themselves, 
the  joints,  the  nervous  system — indeed,  all  the  tissues 
of  the  body — are  liable  to  suffer.  Whatever  part  is 
attacked,  however,  the  inflammation,  although  per- 
sistent for  a certain  time,  will  usually  prove  transitory 
in  character.  Very  often  the  duration  of  the  pheno- 
mena at  this  stage  is  exceedingly  brief.  Just  as  the 
patient  may  have  a roseola  which  lasts  only  a few 
weeks,  or  even  only  a few  days,  so  it  is  with  periosteal 
pains,  with  affections  of  the  eye,  and  with  those  of  the 
nervous  system.  What  happens  may  be  a merely  tem- 
porary congestion,  and  by  no  means  a definite  inflam- 
mation. In  this  we  note  a strongly  marked  difference 
between  all  the  occurrences  in  the  secondary  stage  of 
syphilis  and  those  which  are  tertiary.  The  latter, 
unless  cured  by  treatment,  almost  invariably  persist, 
and  tend  to  spread  locally.  The  former,  although  often 
for  a time  very  severe,  as  invariably  show  a tendency 
to  subside  spontaneously.  Other  important  distinctions 
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between  secondary  and  tertiary  syphilis  must  be  insisted 
upon.  The  phenomena  of  the  secondary  stage  are 
caused  by  poisoning  of  the  blood,  and  of  the  tissues 
generally  through  the  blood;  they  are,  therefore,  almost 
always  symmetrical,  and  are  developed,  with  accurate 
sameness  of  appearance,  on  the  two  halves  of  the  body. 
In  the  tertiary  stage  it  is  highly  probable  that  the  virus 
has  ceased  to  exist  in  the  blood,  and  in  a living  form 
even  in  the  tissues  themselves.  Thus  in  this  stage  the 
phenomena  are  due  to  peculiarities  which  have  been 
stamped  upon  the  tissues  by  what  occurred  during  the 
more  or  less  remote  period  of  blood  poisoning.  Local 
influences  have  much  to  do  with  the  blunging  out  of 
these  inflammations,  but  when  once  produced  they  are 
always  self-infective,  and  tend  not  only  to  persist,  but 
to  advance  in  adjacent  tissues  by  what  Hunter  called 
“ contagion  of  continuity.”  As  an  example  of  this,  let 
me  adduce  the  well-known  horseshoe  sore,  a form  of 
syphilitic  lupoid  affection  of  the  skin,  always  tertiary, 
and  always  tending,  unless  stopped  by  treatment,  to 
spread  at  its  edge.  To  this  quality  of  edge-spreading 
the  term  “ serpiginous  ” is  applicable  ; and  the  serpi- 
ginous tendency  is  one  of  the  most  important  features, 
let  me  repeat,  of  difference  between  the  tertiary  pheno- 
mena of  syphilis  and  those  which  are  secondary. 

A point  of  difference  which  is,  perhaps,  still  more 
important  is,  that  the  tertiary  symptoms  are  as  a rule 
not  developed  with  symmetry.  They  depend  far  more 
upon  local  causes  than  do  the  secondary.  Thus  there 
is  no  reason  why  they  should  be  symmetrical ; and,  in 
fact,  they  are  only  exceptionally  so.  Even  when  an 
accidental  symmetry  is  observed,  we  never  witness  with 
it  the  general  distribution  which  is  another  marked 
feature  of  the  secondary  symptoms.  As  a rule,  we  may 
note  also  that  the  inflammations  which  occur  in  the 
secondary  stage  do  not  spread  at  their  edges,  are  not 
serpiginous — a feature  in  which  they  resemble  those  of 
the  other  exanthemata.  The  only  exception  to  this 
occurs  in  the  case  of  phagedsenic  ulcerations,  and  in 
these,  as  I have  already  endeavoured  to  explain,  the 
phagedsena  is  not  in  a strict  sense  part  of  the  syphilis, 
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but  is  due  rather  to  certain  peculiar  forms  of  inflam- 
matory secretion  which  have  been  produced  by  it.  Thus, 
if  phagedsenic  action  should  occur  in  the  secondary 
stage,  it  never  shows  any  tendency  to  symmetry  of 
arrangement. 

I must  return  now  to  the  task  of  a more  detailed 
description  of  the  symptoms  which  we  meet  with  in  the 
secondary  period.  We  will  take  first  the  skin. 

Fiiiplions  on  tlie  skin  (in  the  secondary 

stage).—  These  eruptions  present  so  many  features  of 
difference  that  it  would  be  tedious  to  attempt  their 
separate  description.  I will  make  a few  general  re- 
marks respecting  them,  and  then  content  myself  by 
describing  some  of  their  more  peculiar  types.  It  is  a 
most  interesting  and  remarkable  feature  respecting  the 
skin  eruptions  of  syphilis,  that  they  do  not,  as  do  the 
other  exanthemata,  keep  to  one  form.  There  is,  in  fact, 
hardly  a single  skin  disease  of  constitutional  origin 
which  may  not  be  imitated  very  closely  by  an  eruption 
that  is  due  to  syphilis.  Certain  general  features  of 
distinction  majq  however,  be  noted. 

First,  the  imitation  is  rarely  absolutely  accurate. 
However  close  at  first  sight  it  may  seem,  the  observer 
will  almost  always  note  some  distinctions,  and  thus  will 
usually  know  what  prefix  to  apply.  Next,  there  is  very 
frequently  a mixing  of  the  types  of  two  or  more  in  one. 
Thus,  as  is  well  known,  syphilitic  eruptions  are  very 
frequently  polymorphous.  We  see  mixed  in  the  same 
case,  and  often  in  close  juxtaposition,  papules  of 
psoriasis  and  of  lichen,  or  the  rash  may  be  in  part 
lichenoid  and  in  part  pustular. 

There  is  a popular  belief  that  the  eruptions  of 
secondary  syphilis  arc  always  of  a peculiar  colour;  a 
coppery  tint,  or  the  colour  "of  the  lean  of  ham,  is  sup- 
posed constantly  to  characterise  them.  No  doubt  this 
peculiar  feature  is  very  often  observed,  but  it  is  far 
from  invariable,  and  it  is  often  exceedingly  well  marked 
in  eruptions  which  have  no  relation  to  syphilis.  Those 
who  trust  to  it,  therefore,  will  be  in  perpetual  danger  of 
making  mistakes.  In  judging  of  the  colour  of  syphilitic 
eruptions  allowance  must  be  made  for  the  temperament 
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of  the  individual,  and  for  the  part  of  the  body  on  which 
the  eruption  shows  itself.  So  far  as  the  tint  is  produced 
by  pigmentation,  we  may  say  that  the  darker  the  com- 
plexion of  the  patient  the  more  likely  will  his  eruption 
be  to  show  a deep  copper  tint.  On  the  lower  extremities, 
where  the  venous  circulation  is  at  a disadvantage, 
patches  of  syphilitic  eruption  will  always  be  much  more 
dusky,  owing  to  venous  congestion,  than  on  other  parts. 
This  venous  congestion  will  in  its  turn  conduce  to 
pigmentation,  and  thus  sometimes  we  see  sj^philitic 
stains  on  the  legs  of  dark-complexioned  individuals 
which  are  almost  black. 

Next  to  colour,  symmetry,  and  polymorphism,  we 
have  to  mention  the  position  on  which  the  spots  appear, 
as  aiding  us  in  the  diagnosis  of  secondary  syphilitic 
rashes.  The  earliest  forms  of  eruption,  roseola,  etc., 
unquestionably  occur  on  the  front  of  the  abdomen , and 
throughout  the  whole  course  of  this  stage  the  front  of 
the  trunk  is  but  rarely  exempt.  Very  probably  the 
wearing  of  clothes,  especially  of  woollen  materials,  with 
the  warmth  of  the  surface  thus  preserved,  has  much  to 
do  with  this  peculiarity  of  location.  We  seldom  see 
the  early  secondary  rashes  on  the  face  or  hands,  and  if 
they  do  occur  here  it  is  only  in  cases  of  exceptional 
severity.  Next  in  importance  to  the  abdomen  and  front 
of  the  chest  are  the  front  surfaces  of  the  arms;  indeed, 
I doubt  if  any  region  of  the  body  is  more  constantly 
affected  by  secondary  syphilis  than  these  parts.  The 
back  and  sides  of  the  neck  are  very  frequently  attacked. 
Although  we  may  -without  hesitation  draw  a strong  line 
between  common  psoriasis  and  syphilitic  psoriasis,  by 
saying  that  the  latter  usually  affects  the  fronts  of  the 
upper  extremities  and  the  backs  of  the  lowTer  ones,  while 
it  is  the  reverse  in  the  non-syphilitic  form,  yet  the 
rule  is  liable  to  many  exceptions.  Whenever  we  find 
psoriasis  patches  definitely  located  on  the  tips  of  the 
elbows  and  fronts  of  the  knees  we  may  be  confident  that 
it  is  non-specific  ; but  we  shall  meet  with  constant  excep- 
tions to  all  other  rules  as  to  diagnosis  by  location. 

Next  in  frequency  to  the  roseolous  or  blotchy  erup- 
tion, so  common  in  the  very  earliest  stage  of  secondary 
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Plate  4. — Syphilitic  Eruption  affecting  chiefly  the 

Trunk 

This  plate,  derived  from  a F rench  source,  is  given  merely  to  illustrate 
the  fact  that  in  certain  cases  of  secondary  syphilis  the  eruption 
is  almost  wholly  restricted  to  the  trunk.  It  will  be  observed 
that  the  eruption  passes  to  the  tip  of  the  coccyx,  but  does  not 
spread  over  the  haunches.  It  is  clearly  not  located  by  the 
influence  of  dress.  Examples  of  this  restriction  are  rare,  and 
it  is  seldom  complete,  although  there  are  many  cases  in 
which  the  hands  and  forearms  escape.  The  converse  to  this 
condition  occurs  when  the  eruption  chiefly  affects  the  peri- 
pheral region,  as  in  pemphigus  neonatorum,  in  which  it 
begins  on  the  hands  and  feet  and  only  very  seldom  affects  the 
trunk. 
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symptoms,  we  must  place  a papular  rash , to  which  the 
name  “ psoriasis”  is  usually  given.  It  differs  from  non- 
syphilitic psoriasis  not  only,  as  just  observed,  in  the 
localities  affected,  but  also  in  its  general  character.  It 
rarely,  like  common  psoriasis,  affects  large  areas,  but 
is  usually  seen  in  small  spots  (from  a pea  to  a sixpence), 
and  it  is  seldom  conspicuously  scaly.  The  white  silvery 
scale-crust  usually  present  in  the  non-syphilitic  form 
is  seldom  seen  in  the  specific  one.  Not  infrequently  the 
papules,  upon  which  the  scales  are  scantily  placed,  show 
so  much  thickening  that  the  term  tubercle  might  almost 
become  appropriate.  From  these  features,  and  from 
the  fact  that  the  separate  spots  often  differ  a good  deal 
from  one  another  in  the  same  individual,  it  is  not 
often  difficult  to  make  the  diagnosis,  even  without  help 
from  the  history  of  the  case. 

Amongst  the  less  common  of  the  syphilitic  rashes 
we  have  the  following  : — 

In  the  eruption  known  as  lichen  we  meet  with  small 
red  or  dusky  pimples  scattered  over  the  whole  surface. 
They  are  often  very  thickly  placed,  but  show  little  or 
no  tendency  to  arrangement  in  groups,  and  seldom  be- 
come confluent  or  form  patches.  This  type  of  syphilitic 
lichen  is  very  common.  There  is,  however,  another 
form,  in  which  the  spots  are  arranged  in  long, 
corymbose  groups,  or  in  streaks,  exactly  resembling 
those  seen  in  lichen  ruber,  and  sometimes  these 
become  flat-topped  and  polished,  as  in  lichen  planus. 
The  exact  imitation  of  these  peculiar  forms  of  skin 
eruption  by  syphilitic  rashes  is  very  remarkable,  and 
the  diagnosis  is  often  exceedingly  difficult.  The  mis- 
take most  usual  is  that  of  taking  the  non-syphilitic 
eruption  for  a specific  one,  rejecting  the  patient’s  denial 
that  he  has  ever  run  the  risk  of  acquiring  the  latter. 
Lichen  ruber  and  lichen  planus  are  often  dusky  or 
copper-tinted,  and  present  all  the  features  which,  to 
those  of  limited  experience,  suggest  a confident  diag- 
nosis of  syphilis. 

Although  a syphilitic  eruption  looking  closely  like 
small-pox  is  very  rare,  yet  the  knowledge  of  its  possible 
occurrence  is  of  extreme  importance.  The  imitation, 


SYPHILIS 


[chap. 


104 

when  it  does  occur,  is  very  perfect.  The  papules  are 
elevated,  shotty  to  the  finger,  have  depressed  centres, 
affect  the  same  regions  as  variola,  and  resemble  it  so 
absolutely  that  nothing  but  the  history  of  the  case  can 
help  the  surgeon  to  a correct  opinion.  In  proof  of  this 
statement  I may  say  that  it  is  not  at  all  unknown  for 
patients  presenting  this  type  of  syphilitic  eruption  to 
be  sent  to  the  small-pox  hospitals,  and  there  to  obtain 
admission  and  prolonged  treatment.  In  private  prac- 
tice, also,  I have  known  more  than  one  case  of  a young 
man  being  carefully  isolated  for  weeks  in  an  upper 
chamber  for  a supposed  variola,  wThich  persisted  for 
months,  and  was  finally  acknowdedged  to  be  syphilis. 
This  simulation  of  the  variolous  eruption  by  syphilis 
is  the  most  marked  example  of  “ syphilitic  imitation  ” 
which  I can  adduce,  but  it  is  only  one  of  many.  By  far 
the  easiest  clue  to  the  recognition  of  the  syphilitic  skin 
diseases  is,  I may  repeat,  the  acceptance  of  this  general 
law  .-  Syphilis , v>hilst  it  can  produce  no  originals , may 
imitate  all  known  forms  of  shin  disease.  All  the  accepted 
names  for  skin  diseases  (excluding  those  of  merely  local 
origin)  may  in  turn  receive  the  adjective  syphilitic 
before  them.  When  they  do  so,  that  adjective  becomes, 
of  course,  all-important,  and  wholly  swamps  the  desig- 
nation to  which  it  is  appended.  Of  the  exanthemata, 
not  only  variola,  but  varicella,  rubeola,  and  scarlatina 
may  be  thus  imitated.  The  rash  caused  by  copaiba  is 
often  exactly  like  a syphilide,  or,  what  amounts  to  the 
same  thing,  syphilitic  rashes  are  like  it.  Forms  of 
inflammation,  simulating  those  called  lupus,  are  very 
common  as  the  results  of  syphilis,  and  it  is  the  same 
with  alopecia,  leucoderma,  true  leprosy,  and  many 
others.  We  see  here  the  importance  of  a correct  appre- 
ciation of  the  patient’s  history.  When  any  one  of  the 
evanescent  eruptions  is  simulated  by  syphilis,  the  mere 
lapse  of  time  clears  up  the  diagnosis,  though,  unfor- 
tunately, often  not  early  enough  to  save  the  surgeon’s 
reputation.  The  supposed  “ variola  ” or  “ copaiba 
rash”  does  not  fade  at  the  proper  time,  but  persists  for 
weeks  together.  In  one  remarkable  case  of  imitated 
variola  which  I well  remember,  the  absence  of  odour 
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was  a main  point  which  helped  the  diagnosis,  the  history 
being  wholly  misleading. 

The  eruption  known  as  rupia  is  an  important  and 
peculiar  one.  The  term  rupia  prominens  was  formerly 
in  use  as  applicable  to  the  conical,  limpet-shell-like 
crusts  which  characterise  this  eruption.  We  all  remem- 
ber the  portraits  of  this  eruption,  so  constantly  are  they 
met  with  in  Atlases  of  Skin  Diseases.  Rupia  prominens 
is  of  all  others  the  easiest  skin  disease  to  represent 
in  a portrait.  In  practice,  however,  we  now  scarcely 
ever  see  it.  It  can  occur  only  when  the  treatment  has 
been  neglected.  Rupia  is  rarely  the  original  form  of 
eruption,  but  usually  results  from  the  ulceration  of 
papules.  This  ulceration,  gradually  extending  at  its 
base,  and  producing  a secretion  which  is  not  very  abun- 
dant but  which  quickly  dries,  causes  the  crust  to  enlarge 
in  circumference  and  increase  in  height.  Sometimes, 
and  in  the  most  typical  cases,  a bulla  precedes  the 
formation  of  crust.  Rupia  almost  invariably  leaves 
superficial  scars,  and  they  are  almost  always  round. 

There  has  been  much  misapprehension  as  to  whether 
rupia  should  rank  as  a secondary  or  a tertiary  form  of 
eruption.  In  conformity  with  the  old  error  that  all 
forms  of  ulceration  should  rank  as  tertiary,  it  was 
commonly  classed  as  such.  We  now  know,  however,  that 
this  feature  will  not  help  us.  Many  secondary  lesions, 
both  of  skin  and  mucous  membranes,  ulcerate,  and  the 
chief  distinction  between  secondary  and  tertiary  lesions 
is  as  to  time  of  occurrence.  Bearing  this  in  mind,  we 
may  admit  that  rupia  never  occurs  very  early  amongst 
the  secondary  phenomena,  and  that  it  is  almost  always 
preceded  by  some  other  form  of  skin  eruption  (roseola, 
psoriasis,  etc.);  but,  on  the  other  hand,  it  is  never  seen 
amongst  the  late  and  well-characterised  tertiary  pheno- 
mena. Its  usual  date  is,  I think,  from  six  to  twelve 
months  after  the  chancre.  Sometimes  it  will  persist 
for  a long  period,  but  even  when  it  does  so  it  usually 
continues  to  be  general  and  symmetrical.  Whenever 
an  eruption  displays  these  two  features,  and  occurs 
within  two  years  of  the  chancre,  it  must  rank  as 
secondary  ; and  such,  I feel  confident,  is  the  xisual  position 
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of  rupia.  The  shilling-scars  left  by  rupia  often  help 
us  in  the  recognition  of  syphilis,  in  patients  who  have 
reached  the  tertiary  stage.  Such  patients  do  not,  how- 
ever, with  the  very  rarest  exceptions,  show  any  rupia 
ulcers  still  extant.  If  we  are  careful  to  diagnose 
between  rupia  and  certain  forms  of  lupus  which  some- 
what resemble  it,  we  shall,  I feel  sure,  be  obliged  to 
admit  that  it  belongs  almost  exclusively  to  the  position 
which  I have  just  assigned  to  it,  and  that  it  is  simply 
a suppurating  type  of  the  secondary  rash.  The  ex- 
planation of  the  tendency  to  suppurate  is  to  be  sought 
in  some  peculiarity  in  the  patient’s  proclivities,  and  his 
susceptibilities  to  the  influence  of  mercury  and  iodides. 
Each  of  these  drugs  may  in  turn  appear  to  aggravate 
it;  and  not  infrequently  it  has  been  developed  during 
their  use.  The  indication,  I believe,  always  is  for  the 
combination  with  specifics  of  tonics,  arsenic,  quinine, 
or  opium,  and,  above  all,  for  resort  to  sea  air.  It  is  a 
great  mistake  to  assume,  as  was  formerly  done,  that 
mercury  is  to  be  avoided  when  syphilitic  sores  ulcerate. 
On  the  contrary,  when  used  in  the  associations  sug- 
gested, it  will  almost  always  prove  the  means  of  cure. 

In  the  papules  of  the  secondary  eruptions,  processes 
similar  to  those  described  in  the  primary  chancre,  but 
with  differences,  occur.  The  dilatations  of  the  capil- 
laries is  much  more  extensive',  and  although  the  effusion 
of  plasma-cells  with  the  same  tendency  to  fibrillate  is 
present,  this  latter  tendency  does  not  proceed  so  fast 
or  so  far,  nor  does  it  attain  the  same  results.  By  pro- 
liferation of  the  nuclei  of  the  plasma-cells,  structures 
not  easily  distinguishable  from  true  gland-cells  may 
be  produced. 

Effects  of  idiosyncrasy. — I do  not  know  that  any 
other  conjecture  can  be  given  in  explanation  of  the 
differences  in  the  eruption  which  attends  syphilis  than 
that  they  depend  upon  the  idiosyncrasy  of  the  patient. 
They  certainly  have  nothing  to  do  with  differences  in 
the  poison,  for,  so  far  as  we  know,  none  such  exist.  The 
different  types  of  syphilitic  eruption  never  prevail 
epidemically,  but,  as  it  were,  quite  by  accident.  If  we 
make  some  allowance  for  difference  in  race,  the  rare 
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ones  are  equally  rare,  and  the  common  ones  equally 
common,  at  all  times  and  in  all  places.  Nor  do  differ- 
ences in  health  suffice  to  explain  them,  for  the  most 
severely  ulcerating  forms  sometimes  happen  to  patients 
who  both  before  and  after  their  occurrence  appear  to 
enjoy  robust  health.  On  the  other  hand,  delicate  per- 
sons often  suffer  very  lightly  from  syphilis. 

Affections  of  tlie  eye. — Of  these,  iritis  is  by  far 
the  most  common.  It  usually  occurs  from  three  to 
six  months  after  the  chancre,  and  is  thus  distinctly 
secondary.  It  seldom  attacks  the  two  eyes  simul- 
taneously, but  the  second  usually  suffers  after  a short 
interval,  and  often  in  spite  of  successful  treatment 
of  the  first.  The  symptoms  are  ciliary  congestion,  a 
muddy  iris,  an  irregular  pupil,  and  variable  degrees 
of  pain  and  photophobia.  Of  these  in  slight  cases 
the  demonstration  of  iritic  adhesions  by  the  use  of 
atropine  is  by  far  the1  most  important.  Sometimes 
the  case  never  passes  the  stage  of  a slight  ciliary  con- 
gestion, which  may  be  gone  in  a few  days.  In  others 
the  attack  may  be  attended  by  severe  pain,  great  con- 
gestion, a thickened  iris,  nodules  of  rust-coloured 
effusion  in  its  structure,  and  a blocked  pupil.  The 
result,  even  in  severe  cases,  is  usually  restoration  of 
almost  perfect  sight,  but  in  many  instances  the  eye  is 
damaged,  and  in  some  it  is  destroyed.  There  is  gener- 
ally but  little  tendency  to  relapse  when  once  the  cure 
is  well  in  progress,  and  it  is  very  seldom  that  the  disease 
lapses  into  a chronic  form.  In  severe  cases  the  vitreous 
may  be  affected,  and  in  a few  the  choroid  and  the  retina 
are  inflamed  at  the  same  time.  More  usually,  however, 
these  structures  suffer  at  a somewhat  later  period,  and 
when  the  iris  is  not  itself  inflamed.  The  diagnosis  of 
syphilitic  iritis  from  other  forms  of  the  disease  must 
depend  to  a large  extent  upon  the  patient’s  history  and 
concomitant  symptoms.  There  is  nothing  in  the  symp- 
toms distinctive  from  those  which  occur  in  the  arthritic 
form.  The  little  nodules  in  the  iris  are,  when  they 
occur,  pathognomonic  symptoms,  but  they  are  rarely 
seen.  Arthritic  iritis  is,  as  a rule,  attended  by  much 
more  pain  and  intolerance  of  light  than  is  the  syphilitic 
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form,  whilst  the  iris  is  usually  less  swollen  and  less 
muddy.  Effusion  into  the  aqueous  humour  and  dotted 
deposits  on  the  back  of  the  cornea  may  occur  in  both. 
The  history  of  repeated  recurrence  (once  or  twice,  per- 
haps, every  year)  is  very  common  in  the  arthritic  form, 
and  is  never  met  with  in  the  other. 

The  first  aim  of  treatment  in  syphilitic  iritis  is  to 
secure  dilatation  of  the  pupil,  and  for  this  object  atro- 
pine drops,  four  grains  to  the  ounce,  must  be  used  every 
two  hours  the  first  day,  and  less  frequently  afterwards. 
The  constitutional  treatment  must  be,  as  for  other 
secondary  symptoms,  the  use  of  mercury.  Iodide  of 
potassium  in  full  and  increasing  doses  will  often  effect 
a rapid  cure,  but  it  is  less  certain  than  mercury.  For  a 
patient  who  has  not  previously  been  under  the  influence 
of  either,  one  grain  of  the  grey  powder  in  pill  every  three 
hours  until  the  gums  are  touched  will  be  an  efficient 
treatment.  In  the  meantime  the  patient  should  keep 
his  room,  live  abstemiously,  and,  if  the  pain  be  severe, 
have  leeches  to  the  temple.  If  it  is  desirable  to  combine 
opium  with  the  mercury,  care  must  be  taken  that  con- 
stipation is  not  induced.  On  the  other  hand,  diarrhoea 
is  to  be  avoided.  The  safety  of  the  eye  depends,  how- 
ever, mainly  upon  the  promptitude  and  efficiency  with 
which  atropine  is  employed. 

At  a later  period  (rarely,  I think,  till  a year  from 
the  date  of  contagion)  the  eye  may  be  attacked  by  diffuse 
retinitis , or  by  patchy  choroiditis  ( choroiditis  dissemi- 
nata).  These  affections  may  occur  after  iritis  has  passed 
off  and  all  treatment  been  put  aside,  or  in  cases  in 
which  iritis  has  never  happened.  They  are  both  of  them 
rare,  and  in  each  case  the  objective  diagnosis  must  be 
made  by  the  ophthalmoscope.  In  both  the  subjective 
symptoms  are  simply  more  or  less  failure  of  sight  with 
muscse,  but  without  much  evidence  of  congestion,  and 
with  little  or  no  tolerance  of  light.  In  both  the 
prompt  use  of  mercury  to  ptyalism  is  urgently  de- 
manded. This  will  in  most  cases  effect  a cure,  often 
with  but  very  little  damage  to  sight  and  with  little  or 
no  risk  of  relapse.  This  form  of  retinitis  is  frequently 
attended  by  some  opacity  of  the  vitreous. 
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The  mouth  ami  mucous  membranes  gener- 
ally*— We  have  to  observe  here,  as  in  the  case  of  the  skin, 
that  various  stages  of  the  different  symptoms  are  ob- 
served in  secondary  syphilis.  The  earliest,  and  some- 
times, I think,  the  very  first,  of  all  secondary  phenomena 
are  ulcers  on  the  tonsils.  These  occur  symmetrically,  and 
are  frequently  very  superficial  and  almost  painless.  They 
are  often  present  without  the  patient  knowing  that  he 
has  sore  throat,  and  often  pass  away  very  quickly.  The 
condition  is  usually  a kidney-shaped  sore,  with  grey- 
white  borders  like  “ snail  tracks.”  Their  presence  not 
seldom  helps  the  diagnosis  of  constitutional  syphilis  in 
its  earliest  stage.  They  are  usually  coincident  with  the 
erythematous  or  roscolous  rashes,  and  like  them  soon 
pass  away.  It  is  not,  however,  in  all  cases  that  they 
pass  off  so  easily,  and  when  they  do  so  they  are  often 
followed  by  other  and  more  troublesome  forms  of  inflam- 
mation of  the  mouth  and  throat.  It  is  a very 
remarkable  fact  that  the  syphilitic  poison,  when  freely 
developed  in  the  blood,  can  cause  not  only  local  in- 
flammations and  ulceration,  but  local  growth.  These 
differing  processes  may  often  be  seen  side  by  side  in 
the  mouth  of  the  same  patient.  Patches  may  form  on  1 
various  parts  of  the  lining  of  the  cheeks  and  lips,  on 
the  gums,  and  on  the  tongue,  which  are  simply  attended 
by  congestion,  slight  swelling,  and  abrasion.  These  are 
known  under  the  name  of  the  mucous  patch.  Upon 
them  we  sometimes  witness  the  destruction  of  the  proper 
papillae  of  the  tongue,  causing  the  “bald  patch,”  whilst 
in  other  cases  the  papillae  are  hypertrophied.  This 
hypertrophy  may,  as  already  remarked,  produce  either 
warts  or  condylomata.  Between  these  the  chief  dif- 
ference is  that  in  the  latter  the  overgrown  papillae  are 
fused  together  by  swelling  of  the  intervening  tissues, 
and  a flat-topped,  elevated  area  is  thus  produced, 
whilst  in  warts  the  papillae  are  free.  There  is  one 
particular  part  of  the  tongue  in  which  warts  are 
specially  prone  to  grow  during  syphilis.  This  is  the 
central  region,  a little  in  front  of  the  circumvallate 
papillae,  which,  when  the  tongue  is  at  rest  in  the  closed 
mouth,  is  exempt  from  contact  with  the  roof.  I know 
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of  no  means  by  which  to  distinguish  warts  due  to 
syphilis  from  those  in  connection  with  other  causes. 
In  the  case  of  the  condyloma  the  diagnosis  is  usually 
easy,  for  nothing  very  closely  resembling  it  is  ever 
produced  excepting  in  syphilis. 

At  the  same  time  that  the  mouth  suffers,  the  other 
mucous  orifices  are  very  likely  to  be  affected.  On  the 
vulva  in  women,  around  the  anus  in  both  sexes,  and 
under  the  prepuce  in  men,  mucous  patches , condylomata, 
and  warts  are  very  frequently  seen.  The  same  remedy 
which  causes  the  abrasion  to  heal,  and  covers  the  bald 
patch  with  freshly-grown  papillae,  will  also  cause  the 
hypertrophies  present  in  warts  and  condylomata  to 
undergo  shrivelling.  Thus  we  may  feel  sure  that  both 
the  atrophy  and  the  hypertrophy  were  the  real  results 
of  the  syphilitic  poison.  The  development  and  persist- 
ence of  syphilitic  lesions  in  the  mouth  will  be  much 
influenced  by  local  conditions.  They  are  far  more  fre- 
quent in  smokers  than  in  others,  and  are  also  more 
severe  and  more  lasting.  Broken  teeth  will  also  often 
locate  syphilitic  sores  on  the  tongue  or  cheeks,  and 
cause  them  to  persist  when  they  would  otherwise  have 
healed. 

The  tongue  in  smokers,  and  occasionally  in  those 
who  do  not  smoke,  is  apt  to  pass  into  conditions  of 
chronic  disease.  These  may  assume  various  forms,  being 
sometimes  attended  by  much  general  swelling,  causing 
bossy  projections  with  deep  sulci  between  them,  whilst 
in  others  there  are  only  superficial  changes,  which  may, 
however,  lead  to  permanent  baldness  and  sclerosis. 

Affections  of  bones  ami  joints. — The  periostitis 
which  occurs  in  the  secondary  stage  of  syphilis  differs 
from  that  of  later  periods  in  that  it  is  usually  slight 
in  degree  and  transitory.  Nodes  are  very  rare.  It  is 
common  enough,  however,  for  patients  in  this  stage  to 
experience  pains  in  various  bones,  attended  by  tender- 
ness on  pressure,  and  occasionally  by  slight  swelling— 
“ osteocopic  pains,”  as  they  are  sometimes  called. 
Rheumatoid  pains  are  also  common,  and  in  some  cases 
very  severe.  Under  specific  treatment,  however,  or  even 
without  it,  these  affections  of  the  bones  and  joints  pass 


Plate  5.— Syphilitic  Alopecia 

The  illustration,  copied  from  a photograph  published  by  the 
St.  Louis  Hospital,  Paris,  exhibits  almost  complete  baldness 
in  a patient  the  subject  of  syphilis. 

Syphilitic  alopecia  is  by  no  means  common,  ami  no  case 
showing  conditions  approaching  those  here  exhibited  has  ever 
fallen  under  the  author’s  own  observation.  A diffuse  thinning 
of  the  scalp  hair  is  not  uncommon,  but  it  rarely  approaches 
baldness,  and  is  usually  arrested  by  specific  treatment. 
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completely  away  and  leave  no  permanent  results.  The 
bones  usually  affected  are  precisely  those  most  prone  to 
suffer  later  on — the  tibiae,  the  clavicles,  and  those  of 
the  skull.  When  rheumatism  is  severe  in  the  secondary 
stage  of  syphilis  it  occurs  probably  to  those  in  whom 
there  is  an  inherited  tendency  to  arthritic  diseases. 

Alopecia,  etc.  — Loss  of  hair,  a general  thinning 
over  the  whole  scalp,  sometimes  with  a tendency  to  fall 
in  patches,  is  reputed  to  be  a frequent  symptom  of 
the  secondary  stage ; it  is  sometimes  attended  by 
affections  of  the  nails.  It  is  usually  arrested  by  the 
use  of  mercury,  and  the  hair  grows  again  as  well  as 
before. 

Tlie  ear.  — Not  a few  patients  during  the  secondary 
stage  of  syphilis  become  a little  deaf,  sometimes  in  one 
ear,  sometimes  in  both.  In  most  cases  the  condition  is 
merely  temporary,  often  lasting  only  a few  days.  In 
exceptional  instances,  however,  absolute  deafness  is 
rapidly  produced,  and  may  be  permanent.  Nothing  but 
the  prompt  and  vigorous  use  of  mercury  can  save  the 
function  in  these  cases.  When  severe,  I believe  both  ears 
are  always  affected.  I do  not  recollect  a single  case  in 
which  one  ear  only  was  absolutely  lost  in  syphilis,  the 
other  remaining  sound.  I am  not  aware  that  any  oppor- 
tunities have  occurred  for  dissecting  the  ears  of  those 
who  have  become  deaf  in  the  manner  described,  and  we 
have  consequently  no  conclusive  evidence  as  to  the  pre- 
cise nature  of  the  malady.  It  may  be  assumed  that  it 
is  the  same  as  that  in  the  form  of  deafness  which  we 
meet  with  much  more  commonly  in  inherited  syphilis. 
It  usually  occurs  within  a year  of  the  primary  disease. 
We  do  not  know  of  any  form  of  deafness  due  to  syphilis 
which  occurs  in  the  tertiary  stage  of  the  acquired  form. 
In  the  inherited  disease,  symmetrical  keratitis  and 
symmetrical  deafness  are  both  of  them  common  at  or 
about  the  period  of  puberty.  Although  occurring  so 
many  years  after  birth,  yet  their  constant  symmetry 
seems  to  prove  that  they  belong  really  to  the  secondary 
group.  Keratitis  and  complete  deafness  in  the  acquired 
disease  are  almost  equally  rare,  and  when  they  do  occur 
it  is  in  the  secondary  period,  and  they  are  symmetrical. 
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Febrile  disturbance.  — A large  number  of  those 
who  suffer  from  constitutional  syphilis  pass  through 
the  secondary  stage  with  very  little  disturbance  of 
general  health.  They  scarcely  know  that  they  are  ill. 
With  a minority,  however,  it  is  otherwise.  Severe 
pains  in  the  bones  and  joints  occur;  there  is  loss  of 
appetite  and  failure  of  strength,  and,  above  all,  very 
marked  rise  of  temperature  every  evening.  These  in- 
dications of  constitutional  disturbance  are  sometimes 
quite  out  of  proportion  to  the  skin  eruption  and  the 
other  local  conditions.  I have  seen  more  than  one  case 
in  which  a patient  was  confined  to  bed,  and  supposed 
to  be  the  subject  of  some  obscure  “ blood  poisoning,” 
with  high  temperatures  for  weeks  together,  before  the 
development  of  a characteristic  rash  revealed  the  real 
nature  of  the  disease.  Dr.  Duffin,  of  King’s  College 
Hospital,  was,  I believe,  one  of  the  first  to  study  sys- 
tematically the  occurrence  of  febrile  temperatures  in 
association  with  syphilis.  A very  remarkable  example 
of  temperature  ranging  from  100°  to  104°  for  several 
weeks  was  brought  before  the  Clinical  Society  by  Dr. 
Burney  Yeo,  of  the  same  hospital.  Probably  in  almost 
all  cases  in  the  early  part  of  the  secondary  stage,  if  the 
thermometer  wore  regularly  used,  we  should  find  some 
tendency  to  evening  exacerbations.  Although  I have 
said  that  the  fever  is  sometimes  disproportionate  to 
the  eruption,  it  is  to  be  admitted  that  they  arc  more 
usually  in  ratio  with  each  other.  The  variola-like  erup- 
tion in  particular  is  almost  always  attended  by  much 
fever,  and  indeed  whenever  the  eruption  is  unusually 
free,  whatever  may  be  its  type,  there  is  commonly  more 
than  usual  fever.  This  occurrence  of  high  temperature 
simultaneously  with  the  exanthem  is  another  of  the 
numerous  facts  which  support  the  belief  that  syphilis 
ought  to  be  classed  with  the  specific  fevers. 

Disease  ol  arteries.— Cerebral  seizures,  consequent 
on  disease  of  the  walls  of  the  vessels,  are  distinct  from 
certain  other  brain  and  nerve  lesions  which  occur  as 
the  result  of  syphilis.  The  arterial  condition  is  usually 
one  of  thrombosis,  not  of  rupture.  From  this  it  follows 
that  the  paralysis  (usually  hemiplegic)  comes  on,  not 
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suddenly  as  in  hemorrhage,  but  somewhat  gradually. 
As  the  vessels  become  more  and  more  nearly  occluded 
the  patient  experiences  tingling  or  twitching  or  numb- 
ness in  the  limbs  about  to  be  affected,  and  this  may  last 
some  hours  before  power  is  definitely  lost.  Now  and 
then,  however,  the  attack  is  very  sudden.  A certain 
amount  of  recovery  may  be  confidently  expected  from 
this  form  of  paralysis ; but  it  will  seldom  be  quite 
complete.  It  not  unfrequently  happens  that  the  patient 
experiences  no  relapse,  but  remains  through  after-life 
with  a weakened  and  possibly  contracted  limb. 

Inflammation  of  the  arteries  may  begin  either  as  an 
affection  of  the  intima  or  of  the  adventitia.  The  middle 
coat,  as  a rule,  is  only  secondarily  involved.  When 
the  inner  coat  suffers  it  becomes  thickened,  either  in 
plates  or  over  long  tracts,  much  as  in  the  early  stages 
of  non-specific  sclerosis.  There  are  no  special  charac- 
ters by  which  the  syphilitic  form  may  be  distinguished, 
if  we  except  the  general  fact  that  the  cell-proliferation 
is  usually  excessive  in  syphilis.  The  changes  may  ad- 
vance so  as  almost  to  close  the  artery,  or  they  may  lead 
to  ulceration,  the  detachment  of  emboli,  or  the  forma- 
tion of  thrombus  at  the  site  of  disease.  These  processes 
have  been  chiefly  studied  in  connection  with  the  arteries 
of  the  brain,  but  they  may  occur  in  any  part.  There' 
appears  good  reason  to  believe  that  syphilitic  arteritis 
is  not  an  uncommon  cause  of  aneurysm,  and  also  that 
it  may  occasionally  cause  such  occlusion  of  the  arteries 
of  the  limbs  as  may  threaten  gangrene.  As  a primary 
and  independent  affection,  disease  of  the  intima  is  pro- 
bably more  common  than  that  of  the  external  coat.  If, 
however,  the  arteries  be  affected  secondarily  (that  is, 
are  involved  in  association  with  disease  of  the  tissues 
in  which  they  pass),  then  usually  the  adventitious  coat 
suffers  first  and  most  severely.  The  affection  often 
takes  the  form  of  a periarteritis,  with  the  formation  of 
multiple  nodules  in  the  perivascular  space. 

The  viscera.  — It  is  probable  that  all  the  viscera 
are  liable  to  suffer  during  the  latter  part  of  the  second- 
ary stage,  or  even  sometimes  in  its  earlier  part.  They 
suffer,  however,  in  a manner  very  different  from  that 
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which  occurs  in  the  tertiary  stage.  No  large  nodose 
gummata  are  formed,  nor,  as  a rule,  are  any  of  the 
conditions  produced  at  this  stage  permanent.  The  pro- 
cess is  one  of  diffuse  infiltration,  with  general  conges- 
tion, rather  than  of  local  growth.  The  congestion, 
swelling,  and  ulceration  of  the  tonsils  form  the  first 
and  commonest  evidence  of  tendency  to  visceral  affec- 
tion. A little  later  there  may  be  engorgement  and  ten- 
derness over  the  liver  and  spleen,  and  a remarkable 
failure  in  the  blood-making  process.  Slight  and  transi- 
tory albuminuria  may  occur,  or  there  may  be  symptoms 
of  impending  lung  mischief.  All  these  conditions  are 
rapidly  and  easily  remedied  by  the  administration  of 
mercury. 

Tiic  nervous  system. — It  was  formerly  thought 
that  all  affections  of  the  nervous  system  came  late  in 
the  disease,  and  were  of  the  tertiary  class.  We  now 
know  that  this  is  to  a large  extent  an  error,  and  that 
it  is  not  at  all  infrequent  for  patients  to  suffer  from 
implication  of  the  cerebro-spinal  system  in  compara- 
tively early  stages.  It  is  much  less  necessary  now 
than  it  was  at  the  time  of  my  first  edition  to  put  for- 
ward the  claim  that  many  lesions,  of  different  tissues, 
which  had  usually  been  counted  as  tertiary,  occur  most 
frequently  in  the  earlier  periods.  Thus,  for  instance, 
the  nervous  system  is  very  often  attacked  within  the 
first  year,  or  even  within  the  first  six  or  eight  months. 
Neuro-retinitis,  a condition  which  is  easily  demon- 
strable by  the  ophthalmoscope,  almost  always  occurs 
early.  It  is  to  be  distinguished,  I need  hardly  say, 
from  the  neuritis  which  is  restricted  to  the  papilla  and 
attended -by  what  is  known  as  the  “choked  disc,”  and 
which  is  usually  symptomatic  of  an  intracranial 
gumma.  Fournier  has  described  lesions  of  sensation 
attended  with  defective  perception  of  pain,  which  arc, 
he  says,  very  common  in  the  secondary  stage.  Attacks 
of  paraplegia  and  the  cerebral  paralyses  which  result 
from  disease  of  arteries  also  occur,  I am  sure,  much 
earlier  in  the  course  of  the  disease  than  they  arc  usually 
supposed  to,  and  often  well  within  the  secondary 
stage. 
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When  that  terrible  form  of  inflammation  of  the 
internal  ear  which  leads  to  absolute  deafness  occurs,  it 
is  almost  always  in  the  same  stage  of  the  malady  as  the 
inflammations  of  the  eye;  that  is,  in  the  second  half  of 
the  first  year.  Less  severe  and  more  transitory  attacks, 
affecting  the  ear,  and  attended  by  deafness  and  giddi- 
ness, resembling  the  well-known  symptoms  of  Meniere’s 
disease,  are  also  not  very  uncommon  at  this  stage. 
Although  the  results  of  choroiditis  disseminata  are 
often  not  recognised  until  a later  period,  yet  the 
primary  attack  almost  always  occurs  within  the  first 
eighteen  months,  and  it  sometimes  happens  to  the 
ophthalmic  surgeon  to  be  able  to  demonstrate  at  this 
stage  with  beautiful  distinctness  the  existence  of  mul- 
tiple small  gummata  in  this  structure.  From  such 
demonstrations  we  may  infer  the  sort  of  changes  which 
may  happen  at  the  same  stage  in  other  tissues  of  the 
same  kind;  such,  for  instance,  as  the  pia  mater. 


To  this  chapter  may  be  suitably  appended  cases 
illustrating  some  of  the  less  usual  events  of  the  second- 
ary stage  : — 

pains  in  the  course  of  second- 
ary syphilis:  are  they  due  to  mercury? — What 
are  called  osteocopic  pains,  and  “ the  rheumatoid  pains 
of  syphilis,”  are,  as  is  well  known,  of  common  occur- 
rence in  the  secondary  period.  In  some  cases  they  are 
of  great  severity,  and  dominate  all  the  other  symptoms. 
When  this  happens  it  is  probable  that  the  patient  is 
of  the  arthritic  diathesis,  and  that  he  has  been  exposed 
to  the  ordinary  causes  of  rheumatism.  The  pains  are 
confined  neither  to  bones  nor  joints,  but  affect  them 
both,  also  the  muscles  and  fascia.  I may  adduce  the 
following  case  as  a good  example  of  them  : — 

In  June,  1880,  I treated  a young  and  healthy  Scotchman 
for  primary  syphilis.  He  took  mercury,  and,  excepting  a few 
patches  on  the  tongue,  etc.,  had  no  secondary  symptoms.  In 
September  he  became  the  subject  of  most  violent  attacks  of 
bone-ache.  He  had  also  at  the  same  time  ulcers  in  the  tonsils. 
These  symptoms  had  followed  a night's  exposure  to  great  cold 
in  crossing  the  Irish  Sea.  He  did  not  “catch  cold”  at  the 
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time,  but  the  pains  followed.  He  described  his  pains  as  affect- 
ing all  His  bones,  muscles,  and  fasciae.  For  many  nights  he 
could  not  sleep  at  all ; yet  there  was  little  or  no  swelling  of 
any  joint.  I much  feared  that  the  attack  might  result  in 
crippling  rheumatism,  as  there  was  a history  of  family  pro- 
clivity. As  the  attack  had  developed  whilst  he  was  taking 
mercury,  and  apparently  from  exposure,  I was  at  a loss 
whether  to  attempt  to  relieve  it  by  that  drug,  or  to  desist. 
Although  he  was  quite  able  to  go  about,  and  much  wished 
to  come  to  his  City  office,  I insisted  on  his  keeping  his 
room.  Treatment  by  opium,  gum  guaiacum,  and  iodide  failed 
during  a fortnight  to  give  him  any  relief.  At  the  end  of  that 
period  I resumed  the  mercury,  in  combination  with  iodide  and 
opium,  and  under  that  plan  he  slowly  recovered.  After  he  had 
got  rid  of  the  pains  in  his  limbs  he  still  suffered  from  aching 
in  his  back  and  testes.  His  final  recovery  was  perfect,  his 
aches  having  entirely  disappeared. 


When  pains  of  this  kind  occur  during  mercurial 
treatment,  it  is  always  very  difficult  to  say  whether  or 
not  they  may  be  due  to  the  mercury.  It  will  be  always 
safe  to  desist  for  a time,  and  to  give  iodide  instead. 
Confinement  to  a warm  room  is  essential,  and  guaia- 
cum and  opium  should  always  be  given.  The  lesson  of 
the  above  case  was,  however,  definitely  in  favour  of 
perseverance  with  mercury.  We  now  have  in  aspirin 
a remedy  very  frequently  useful  in  such  cases. 

Vulnerability  of  tissues  remaining  after  an 
attack  of  syphilis. — The  way  in  which  syphilis  leaves 
all  the  tissues  susceptible  as  regards  common  causes 
of  irritation  was  well  exemplified  in  the  case  of  a 
Swedish  gentleman,  who,  in  consequence  of  wearing 
a woollen  vest  in  hot  weather,  had  a copious  lichen 
eruption.  It  was  two  years  since  he  had  ceased  treat- 
ment for  syphilis.  I endeavoured  to  console  him  by 
pointing  out  that  in  all  important  matters  he  had  for 
long  been  well.  “Yes,”  he  replied,  “you  may  say  so; 
but  see  the  difference  from  what  I was.  If  I smoke  I 
get  sores  in  my  mouth,  and  I used  to  be  able  to  smoke 
all  day ; if  I work  my  brain  I get  headache,  which  I 
never  did  before;  and  now  I have  got  this  rash  from, 
as  you  say,  my  vest  and  the  hot  weather.  I had  none 
of  these  things  before  I had  syphilis.” 

Although  I have  no  doubt  that  this  gentleman  was 
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quite  justified  in  attributing  his  various  disagreeable 
susceptibilities  to  the  fact  that  his  tissues  had  passed 
through  the  syphilitic  fever,  yet  I am  glad  to  feel  con- 
fident that  his  experience  was  very  exceptional.  A 
large  majority  of  the  cures  of  syphilis  by  mercury  are 
very  satisfactory,  and  the  patient  will  report  himself 
in  as  good,  or  perhaps  better  health  than  ever  he  en- 
joyed before.  It  is  quite  impossible,  however,  in  any 
case  to  foresee  how  the  tissues  after  syphilis  will  bear 
unusual  influences.  A peculiar  form  of  headache,  on 
mental  exertion  or  excitement,  is  common;  so  are  mild 
“ sun-strokes  ” if  the  subjects  of  past  syphilis  are 
exposed  to  unwonted  heat.  Psoriasis  palmaris  is 
induced  by  the  irritation  of  tools,  or  of  the  umbrella 
or  walking-stick.  Ulcers  on  the  tongue  are  very  apt 
to  follow  smoking;  and  lastly,  the  irritation  of  a new 
woollen  vest,  or  of  profuse  perspiration,  may  bring  out 
eruptions  on  the  trunk.  In  most  of  these  cases  the 
further  and  prolonged  use  of  mercury  is  indicated, 
but  as  a rule  arsenic  or  quinine  should  be  combined 
with  it. 

Tendency  to  papillary  outgrowths  in  tlie 

secondary  stay;e  of  syphilis.- — The  tendency  to 
papillary  outgrowth,  which  exists  in  some  persons 
in  a remarkable  degree  when  under  the  influence  of 

syphilis,  was  illustrated  in  the  case  of  Mr.  . This 

gentleman  was  in  splendid  health  when  he  contracted 
syphilis  in  November,  1884.  Under  several  surgeons 
mercury  and  iodides  were  intermittently  used.  I saw 
him  on  March  18,  1885,  when  he  had  condylomata 
around  the  anus,  on  the  scrotum,  and  on  the  penis. 
On  his  thighs,  near  the  scrotum,  were  large  crops  of 
low  papillary  warts  of  a brown  colour.  He  had 
symmetrical  ulcers  in  the  tonsils,  with  elevated  edges, 
and  his  palms  and  soles  were  peeling.  I ordered 
mercury  in  the  form  of  the  oleate  to  be  rubbed  in. 
Under  this  he  soon  became  salivated.  When  this  hap- 
pened his  papillary  eruption  everywhere  disappeared, 
but  his  tongue  and  mucous  membrane  of  mo\ith 
generally  became  covered  with  pellicular  ulcerations. 
[Thus  we  had  proof  that  inunction  may  affect  the  mouth 
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In  June  he  again  had  condylomata  at  the  anus,  and 
patches  in  cheeks  and  lips. 

In  November  the  sores  at  the  anus  had  been  cured 
by  calomel  ointment,  and  his  mouth  was  well,  excepting 
some  long  streaks  of  papillary  growths  on  the  sides  of 
the  tongue,  and  similar  patches  on  the  gums  and  the 
cheeks  near  the  last  molars. 

These  patches  were  very  peculiar.  They  were  some- 
thing between  a true  condyloma  and  a wart.  They 
were  quite  white,  and  looked  much  like  a portion  of  a 
cauliflower  flattened  down.  Mr.  - — — had  continued  to 
smoke,  and  that,  no  doubt,  was  the  explanation  of  his 
mouth  being  the  only  part  in  which  his  symptoms  per- 
sisted. Nothing  remained  on  his  skin  excepting  the 
stains  of  the  former  growths,  and  he  was  perfectly  well 
in  all  other  parts.  He  had  been  taking  bichloride  in 
combination  with  iodide  for  several  months. 

Case  showing1  the  occurrence  of  periostitis 
in  the  secondary  stage ; also  the  very  late 
discovery  of  the  chancre. — An  excellent  example 
of  the  early  occurrence  of  nodes,  and  of  the  apparent 
jumbling-up  of  stages,  was  seen  in  the  case  of  a 

Mr.  . This  gentleman,  who  was  married,  and  had 

never  before  had  syphilis,  consulted  Dr.  G on 

account  of  severe  pain  and  swelling  on  the  front  of 

one  shin,  which  he  thought  must  be  gout.  Dr.  G 

told  him  that  it  was  syphilitic,  and  could  not  be 

gout.  This  accusation  having  been  made,  Mr.  

showed  a little  sore  on  his  glans  close  to  the  frsenum, 

and  an  eruption  on  his  body.  Dr.  G applied 

caustic  to  the  chancre,  and  prescribed  iodide  of 
potassium.  In  one  week  all  pain  in  the  swelling  on 
the  tibia  had  disappeared.  The  rash,  however,  per- 
sisted, and  the  patient,  being  now  convinced  that  his 
disease  was  syphilis  and  not  gout,  was  soon  after- 
wards transferred  to  my  care.  Mr.  was  not  very 

exact  in  his  dates,  but  after  much  cross-examination 
it  seemed  probable  that  he  had  exposed  himself  to 
risk  on  a single  occasion  about  three  months  before  I 
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saw  him.  He  thought  that  his  eruption  had  attracted 
his  attention  six  weeks  afterwards,  and  that  the  peri- 
ostitis had  occurred  two  weeks  later.  The  most  singular 
part  of  his  story  was  that  he  had  noticed  no  chancre 

until  about  a week  before  he  consulted  Dr.  G , and 

during  the  interval  he  had  continued  to  cohabit  with 
his  wife.  The  sore  had  been,  according  to  his  account, 
a suppurating  one  and  free  from  induration.  When 
I saw  him  it  was,  as  a result  of  the  cauterisation  (a 
fortnight  before),  soundly  healed,  and  there  was  no 
hardness.  The  glands  in  the  groin  were  slightly  en- 
larged, and  he  was  covered  with  a blotchy  eruption 
partly  papular  and  partly  erythematous.  He  had  also 

symmetrical  ulcers  on  the  tonsils.  Mr.  was  most 

positive  that  he  had  not  observed  any  trace  of  a sore 
until  about  two  and  a half  months  after  exposure,  and 
that  the  secondary  rash  and  the  periostitis  preceded 
the  discovery  of  the  sore.  This  does  not  by  any  means 
prove  that  no  sore  was  present  at  an  earlier  period. 
Probably  a small  induration  did  exist,  and  was  only 
recognised  when  it  ulcerated.  I carefully  examined 
his  body,  with  a view  to  ascertain  if  ho  had  a chancre 
anywhere  else;  but  it  seemed  that  he  had  not.  With 
reference  to  the  very  early  period  of  periostitis,  it  may 
be  interesting  to  note  that  both  his  father  and  grand- 
father had  been  under  Dr.  G — - — ’s  treatment  for  gout 
and  rheumatism.  Under  mercurial  treatment  his  erup- 
tion, sore  throat,  and  node  were  all  soon  well. 

I well  remember  in  another  case  seeing  a large 
raised  node  on  the  right  forehead  in  a man  who  had 
his  secondary  eruption  still  on  him. 

Symmetrical  nodes  on  the  tibiae  in  the 
secondary  sta^e  of  syphilis. — A chemist’s  assistant 
— a tall,  spare  man — came  to  me  on  account  of  “ in- 
flamed ankles.”  Just  above  each  ankle,  on  the  lower 
part  of  the  tibia,  was  a puffy  and  tender  swelling. 
Although  connected  with  the  bone,  the  swellings  were 
different  from  ordinary  periosteal  nodes,  being  chiefly 
effusions  into  the  soft  tissues.  They  were  symmetrical. 
He  had  had  them  only  three  weeks,  and  was  never 
liable  to  them  before.  I was  puzzled  at  first  what  to 
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make  of  them,  but  on  noticing  a few  dusky  spots  about 
his  legs,  I examined  further,  and  found  him  covered 
with  a syphilitic  rash.  He  was  astonished  on  my  tell- 
ing him  the  nature  of  his  ailment,  and  assured  me  that 
he  had  never  had  any  sore.  He  admitted  having  been 
exposed  to  risk.  He  willingly  allowed  me  to  examine 
his  penis,  and  I found  nothing  whatever  except  a 
little  redness  from  balanitis.  There  was  no  scar  and 
no  trace  of  induration.  His  rash  began  about  a week 
before  the  pain  in  his  ankles,  and  had  been  out  a 
month. 

There  was  not  the  slightest  doubt  as  to  the  nature 
of  his  eruption,  and  all  his  symptoms  subsequently 
disappeared  under  treatment. 

Case  of  variola-like  eruption  in  connection 
witli  secondary  syphilis  in  a patient  who  had 
been  recently  exposed  to  the  contagion  of 
variola. — My  late  colleague  Mr.  James  Adams  was 
kind  enough  to  supply  me  with  the  particulars  of  a 
case  in  which  a syphilitic  eruption  so  much  resembled 
variola  that  a diagnosis  was  in  the  first  instance  im- 
possible. Mr.  Adams  writes  : “ The  facts  were  noted 
with  more  than  usual  care,  and  their  accuracy  I can 
guarantee,  as  I saw  the  patient  constantly.  He  was  a 
young  medical  man.  The  primary  disease  had  consisted 
of  two  sores  on  the  right  side  of  the  glans  penis,  one 
appearing  three  weeks  after  contagion,  and  healing  in 
a week  without  induration,  followed  by  another  close 
by  it  almost  immediately.  This  quickly  ‘skinned  over,’ 
leaving  a typical  induration.  They  were  both  small. 
The  glands  in  the  right  groin  suppurated;  those  on  the 
left  side  were  unaffected.  He  took  grey-powder  for 
three  months,  but  was  only  slightly  affected  as  to  the 
gums. 

“No  sign  of  eruption  occurred  until  just  six  months 
had  elapsed.  He  had  then  left  off  mercury  for  two 
months.  On  Wednesday,  November  16,  1881,  a few 
maculae  appeared  on  face  and  upper  part  of  trunk. 
The  next  day  he  was  very  ill,  and  the  temperature  rose 
in  the  evening  to  103°;  and  the  next  morning  the  face, 
chest,  and  arms  down  to  wrists  were  covered  with  a 
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papular  eruption  of  absolutely  ‘ shotty  ’ hardness.  By 
an  odd  coincidence  he  had  been  at  the  small-pox  hospital 
for  some  hours  about  ten  clays  before,  which  added  to 
the  difficulty  of  diagnosis.  Dr.  Stephen  Mackenzie  saw 
the  case  with  me,  and  we  agreed  that  no  positive 
opinion  could  be  given  for  some  days.  There  were  also 
several  pustules,  or  rather  vesicles,  on  the  soft  palate, 
and  a ragged  ulcer  in  the  right  tonsil,  but  the  throat 
appearance  was  not  specially  characteristic. 

“ In  a few  days  the  temperature  fell  to  normal,  and 
the  spots,  instead  of  maturing  to  pustules,  gradually 
receded  into  a slightly  raised  papular  syphilide. 

“ The  subsequent  history  is  all  well  known  to  me, 
but  is  not  important.” 

The  outbreak  of  the  eruption  in  this  case  was  so 
acute,  and  the  febrile  temperature  so  marked,  that  a 
suspicion  may  occur  that  possibly  the  two  specific- 
poisons  were  at  work  together,  and  modified  each  other. 

Psoriasis  of  (lie  palms  in  the  secondary 
static. — A very  definite  example  of  the  psoriasis  of 
the  palms  of  the  secondary  period  occurred  in  the 
person  of  a gentleman  whom  I treated  after  a lip- 
chancre.  In  both  of  the  palms  were  numerous  little 
patches,  some  as  hard  as  corns,  others  beginning  to 
peel,  but  none  larger  than  a split-pea.  There  was 
little  or  no  congestion  around  them.  This  condition 
was  in  association  with  small  scaly  patches  over  the 
fronts  of  forearms  as  big  as  sixpences,  and  an  ery- 
thematous blotchy  eruption  on  face  and  trunk.  The 
chancre  on  the  lip  had  not  yet  disappeared,  and  there 
was  a single  hard  movable  gland  as  big  as  a filbert 
under  his  chin.  The  chancre  had  been  present  about 
three  months. 

Tlic  course  of  secondary  syphilis  unusual 
and  precisely  parallel  in  two  brothers. — A very 
demonstrative  illustration  of  the  influence  of  family 
idiosyncrasy  upon  the  development  of  syphilis  once 
came  under  my  notice.  Two  brothers  contracted  sores 
from  the  same  woman,  and  nearly  at  the  same  date. 
They  consulted  me  ten  months  later  for  a peculiar  form 
of  eruption  which  was  exactly  alike  in  both.  It  had 
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been  modified  in  both  by  treatment  already  adopted, 
and  in  each  it  had  assumed  the  type  of  an  urticaria 
in  wheals  and  rings.  In  both  it  was  wholly  free  from 
irritation,  and  both  stated  that  it  became  much  more 
conspicuous  after  a warm  bath.  In  both  patients  the 
original  chancre  had,  after  lasting  about  three  weeks, 
healed  and  disappeared  spontaneously,  and  in  both 
the  sore  throat  had  been  very  slight.  In  both  the 
original  eruption  had  been,  I was  told,  quite  different 
from  that  which  now  persisted,  and  was  described  as  a 
roseola.  It  will  be  seen  that  the  eruption  presented  by 
these  two  men  when  they  came  to  me  in  the  tenth 
month  of  treatment  was  precisely  one  of  those  which 
I have  described  as  occasionally  occurring  at  that 
stage,  and  which  is,  I think,  never  seen  unless  mercury 
has  been  used.  It  is  by  no  means  common,  and  its 
development  in  the  two  brothers  is  therefore  the  more 
remarkable.  It  must  be  admitted  that  possibly  the 
idiosyncrasy  may  have  been  rather  in  reference  to  the 
drug  than  to  the  disease. 


CHAPTER  XI 


ON  SOME  OF  THE  DIFFICULTIES  IN  THE  DIAGNOSIS 
OF  SECONDARY  ERUPTIONS 

Amongst  the  more  common  conditions  which  may  cause 
mistakes  in  the  recognition  of  secondary  eruptions  the 
following  may  be  mentioned. 

Tinea  versicolor,  from  its  yellow-brown  colour,  is 
very  frequently  mistaken  for  a secondary  eruption  w'hen 
it  is  discovered  in  a patient  who  has  had  a chancre.  The 
same  remark  applies  to  common  acne  and  to  the  dusky 
erythematous  eruption  which  follows  the  use  of  copaiba. 

Variola  - like  eruptions. — When  the  syphilitic 
eruption  is  of  the  form  which  resembles  small-pox, 
it  often  leads  to  mistakes,  as  I have  already  said.  I 
have  several  times  known  patients  who  were  the  sub- 
jects of  this  eruption  to  be  either  placed  under  strict 
isolation  at  home,  or  transferred  to  a small-pox  hospi- 
tal, under  the  belief  that  the  disease  really  was  variola. 
Attention  to  dates  and  temperat\ires  will  generally 
save  from  such  a blunder,  but  it  is  one  that  may  be 
very  easily  committed  if  we  regard  only  the  character 
of  the  eruption. 

The  eruptions  which  occur  as  relapses,  after  treat- 
ment has  been  carried  out  for  a considerable  period 
and  then  relinquished,  not  unfrequently  resemble 
scarlet  fever,  and  I have  known  them  treated  as  such. 
On  the  other  hand,  it  is  very  common  to  mistake  erup- 
tions which  result  only  from  the  irritation  of  woollen 
clothing  on  the  chest  and  arms  for  syphilis.  In  any 
case  in  which  the  eruption  is  strictly  limited  to  the 
regions  which  the  patient’s  vest  touches,  and  does 
not  occur  on  the  head,  face,  or  limbs,,  whatever  the 
patient’s  antecedents  may  have'  been,  the  suspicion 
should  be  entertained  that  it  probably  is  not  wholly 
syphilitic,  but  is  due  chiefly  to  the  vest. 
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IVIoIIiisciiiii  coiit:i$fio*iiin  often  causes  mistakes. 
It  may  occur  on  the  genitals,  or  near  the  nipple  of 
a nursing  woman,  and,  if  single,  may  be  taken  for  a 
chancre,  or  when  abundant,  and  on  other  parts,  may 
be  supposed  to  be  a secondary  eruption. 

I once  saw  an  infant,  in  consultation,  for  symptoms 
suspicious  of  inherited  syphilis.  Its  father  strongly 
denied  that  he  had  ever  had  any  venereal  disease,  and, 
as  I did  not  think  the  infant  syphilitic,  I believed  him. 
Three  years  later  he  came  to  me  in  much  distress,  say- 
ing that  he  had  broken  out  in  spots,  and  that  he  feared 
that  after  all,  although  he  could  not  explain  it,  the 
suspicion  which  had  been  expressed  must  have  been 
correct.  I found,  on  stripping  him,  that  he  was 
covered  with  the  little  buttons  of  molluscum  con- 
tagiosum.  He  was,  as  is  usual  when  adults  become 
the  subjects  of  this  malady,  a frequenter  of  the 
Turkish  bath.  He  said  that  his  wife  had  also  got  a 
few  spots. 

Eruptions  oil  tlie  trunk  which  are  often 
mistaken  for  syphilitics  ; vest  rashes  ami 

nnininiilar  eruptions.* — I attended  some  years  ago 
a provincial  solicitor,  who  had  well  recovered  from 
syphilis,  and  to  whom  I gave  permission  to. resume  co- 
habitation with  his  wife.  He  did  so,  and  unfortunately 
resumed  also  other  associations.  Six  months  later  he 
came  to  me  in  a most  unhappy  and  complaining  state 
of  mind,  thinking  that  I had  given  him  an  unauthor- 
ised opinion.  He  was  sure  that  he  was  not  well,  and 
that  he  was  still  a source  of  contagion.  I asked  if  he 
had  had  any  return  of  symptoms  in  himself.  “ No.” 
“ Had  his  wife  suffered  1 ” To  this  he  replied  in  the 
negative  also,  but  added  that  a lady,  not  his  wife,  had 
contracted  the  disease  from  him,  and  was  now  “ covered 
with  a copper-coloured  eruption.”  Finding  on  further 
inquiry  that  this  lady  had  never  complained  of  any 

* I use  the  epithet  “nummular”  to  denote  eruptions  in  which  all  the 
patches  are  alike  and  all  well  circumscribed,  quite  round,  and  placed, 
like  coins,  on  otherwise  healthy  skins.  They  are  usually  very  slightly 
scaly  and  do  not  at  all  closely  resemble  psoriasis.  I do  not  know  of  any 
good  portrait  of  this  form  of  eruption,  and  its  true  nature  is  still  a puzzle 
to  me,  though  it  certainly  appears  to  be  sometimes  due  to  syphilis. 
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primary  sore,  that  he  himself  was  still  absolutely  free, 
and  that  his  wife  had  not  suffered  the  slightest  incon- 
venience, I felt  justified  in  assuring  him  that  his 
paramour  had,  in  all  probability,  not  contracted 
syphilis  from  him.  Either,  as  was  very  probable,  she 
had  not  got  it  at  all,  or  she  had  obtained  it  from  some 
other  source.  After  some  weeks’  delay  the  lady  came 
up  to  London  that  I might  see  her.  She  had  been 
under  the  care  of  a local  surgeon,  and  had  been  taking 
specifics  for  a month,  and  the  eruption  was  no  better. 
I found  her  chest,  shoulders,  arms,  and  trunk  covered 
with  dusky  nummular  patches,  almost  as  big  as  half- 
pennies, and  very  slightly  scaly.  They  were  limited  to 
the  regions  which  her  vest  covered.  She  had  recently 
purchased  some  new  vests,  warmer  than  those  which 
she  had  worn  before,  and  containing  more  wool.  She 
had  not  a spot  on  the  lower  extremities,  hands,  or  face; 
not  the  slightest  sore  throat;  nor  did  she  feel  out  of 
health.  I do  not  think  that  I ever  saw  a syphilitic 
eruption  so  copiously  out  on  the  trunk  and  arms,  yet 
absolutely  absent  from  the  lower  extremities.  I there- 
fore told  my  patient  that  I did  not  think  that  her 
eruption  was  due  to  “ blood  poisoning,”  and  advised 
her  to  give  up  medicine,  wear  silk  next  her  skin,  and 
use  a mild  ointment.  In  a fortnight  her  eruption  had 
almost  wholly  disappeared. 

The  rapid  recovery  in  this  case,  taken  with  the  fact 
that  the  patient  had  never,  from  first  to  last,  any  other 
indications  of  syphilis,  may,  I think,  enable  us  to  feel 
certain  that  this  eruption  was  not  specific.  Probably 
it  was  caused  by  the  irritation  of  the  vest. 

Another  case  in  which  I encountered  this  peculiar 
eruption  was  in  a young  married  lady,  to  whom  it  was 
a source  of  extreme  annoyance.  She  had  a very  fair 
skin,  was  very  beautiful,  and  went  much  into  society. 
An  eruption  of  brown,  slightly  furfuraceous,  nummular 
patches  over  the  chest,  shoulders,  and  trunk  seemed  to 
her  an  almost  intolerable  vexation.  She  was  not  in  the 
least  ill,  and,  as  in  the  other  cases,  the  patches  did  not 
itch.  Here  again  the  eruption  was  restricted  to  the 
parts  named,  and  did  not  extend  to  the  neck,  face,  or 
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limbs.  I used  the  microscope,  but  could  find  no  fungus. 
There  were  no  other  symptoms  suggestive  of  syphilis. 
At  every  visit  1 was  pressed  with  questions  as  to  what 
the  eruption  was,  what  was  its  cause,  and  when  would 
it  go  away,  and  was  obliged  to  admit  that  I could  not 
answer  any  of  them.  After  three  or  four  visits  I lost 
sight  of  my  patient,  and  presumed  that  she  had  been 
disappointed,  and  had  sought  other  advice.  Two  years 
later,  however,  she  came  to  me  for  another  ailment, 
and  then  told  me  that  after  her  last  visit  the  eruption 
had  begun  to  fade,  and  had  rapidly  disappeared.  Her 
skin  ever  since  had  been  perfectly  clear  of  it,  and  she 
had  been  in  good  health.  I had  tried  for  her  various 
non-specific  remedies,  the  sulphur  bath,  tar  lotions, 
and  arsenic.  It  was  under  the  two  latter  that  the  cure 
took  place.  She  had  also  been  advised  to  wear  silk 
vests.  It  is  possible  that  this  case,  and  also  the  two 
following,  ought  to  have  been  diagnosed  as  pityriasis 
rosea,  an  affection  of  which  at  that  time  I knewT  less 
than  I now  do.  I do  not  think,  however,  that  the 
patches  of  that  eruption  ever  deserve  to  be  termed 
“ nummular.” 

A young  medical  man,  Mr.  , aged  twenty-four, 

came  to  me  on  March  26,  1885,  with  a rash  which  he 
thought  syphilitic.  It  appeared  almost  impossible  that 
he  should  have  had  syphilis,  for  he  had  not  had  any 
sore,  nor  had  he  exposed  himself  to  risk  for  a year  or 
more.  There  was  measles  in  the  house  where  he  lived.  The 
eruption  was  confined  to  the  parts  in  contact  with  his 
vest,  and  he  had  for  two  or  three  days  been  wearing 
next  his  skin  a knitted  vest  of  fleecy  wool,  very  soft, 
but  a novelty  to  him.  It  being  cold  weather,  he  had 
slept  in  it.  There  had  been  no  perceptible  irritation, 
and  the  eruption  itself  had  not  itched  in  the  least. 
The  eruption  was  copious,  and  chiefly  on  the  chest  and 
abdomen.  It  consisted  of  large,  ill-defined,  erythema- 
tous blotches.  Some  of  them  in  their  centres  were  very 
dusky,  and  not  unlike  bites.  The  symmetrical  arrange- 
ment, however,  put  bites  pretty  much  out  of  the  ques- 
tion. His  temperature  was  normal,  and  there  was  no 
eruption  on  the  face.  It  may  be  suggested  that  possibly 
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the  vest  localised  an  eruption  of  measles,  which,  but  for 
it,  might  never  have  appeared  at  all. 

Ten  days  later  all  trace  of  the  eruption  had  dis- 
appeared. He  had  been  wearing  silk,  but  had  taken  no 
medicine. 

The  following  notes  were  made  on  February  11, 
1886  : — 

Papular  eruption  resembling  a syphilide,  probably  due  to  a new 
vest. — Mr.  - — —,  whom  I saw  some  weeks  ago  for  dyspepsia, 
etc.,  comes  to  me  to-day  covered  by  a papular  erythematous 
eruption.  It  has  been  out  for  a week.  He  has  already  been 
prescribed  for  on  the  hypothesis  of  syphilis.  Two  surgeons 
whom  he  has  consulted  have  told  him  that  “it  could  be  nothing 
else.”  He  has,  however,  had  no  chancre,  and  says  that  he  has 
not  had  intercourse  for  six  months. 

The  rash  consists  of  papulae,  from  the  size  of  a shot  to  that 
of  a fourpenny-pieee.  They  are  of  coppery-red  tint,  and  look 
exactly  like  a syphilide.  They  cover  his  abdomen,  chest,  back, 
upper  parts  of  thighs,  and  upper  arms.  There  are  none  on  the 
face,  forearms,  or  legs.  Thus  it  is  the  vest  regions  which 
alone  are  affected.  I have  examined  the  penis,  groins,  and 
throat,  and  found  no  trace  of  syphilis. 

Mr. tells  me  that  he  is  wearing  a new  vest ; it  is  of  white 

wool,  and  has  never  been  washed.  He  began  its  use  a week  or 
so  before  the  rash  appeared,  and  it  tickled  his  skin  a little. 

>t  out  of  health ; his  tongue  is 


but  not  extremely.  He  has  had  gonorrhoea,  and  still  has  gleet, 
but  he  has  never  had  syphilis.  He  has  not  been  taking  copaiba. 
I advised  him  to  give  up  the  iodide  which  had  been  pre- 
scribed, and  to  get  a silk  vest.  He  soon  got  quite  well,  and 
no  doubt  remained  either  on  his  mind  or  my  own  that  the 
eruption  had  been  caused  by  the  vest. 

A desquamating  erythema  which  became 
ringworm  - like ; syphilis  four  years  ago 
possible ; history  of  a similar  hut  slighter 

eruption  two  years  before. — A gentleman,  Mr.  , 

aged  thirty-three,  was  sent  to  me  by  Dr.  P- — - in 
November,  1885.  There  was  the  history  of  “ a soft  sore  ” 
four  years  ago,  but  it  had  not  at  the  time  been  followed 
by  anything,  and  he  had  enjoyed  good  health  ever 
since,  with  the  exception  that  two  years  afterwards  he 
had  an  eruption  which  resembled  his  present  one.  On 
that  occasion  he  consulted  a surgeon,  who  ordered  a 
lotion,  which  in  the  course  of  about  three  weeks  caused 


The  eruption  itches  a little. 
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the  eruption  wholly  to  disappear.  Nothing  whatever 
remained  of  it,  and  he  had  no  relapse  until  about 
three  weeks  before  coming  to  me,  when  his  present 
attack  commenced.  The  patches  were  arranged  on  his 
arms,  shoulders,  and  upper  part  of  chest,  and  in 
the  groins  and  upper  parts  of  the  thighs.  Some  of 
the  spots  looked  exceedingly  like  ringworm,  having 
desquamated  in  their  centres,  and  presenting  slightly 
raised  edges.  Others,  however,  were  much  less  definite, 
and  consisted  of  an  erythematous  area,  varying  in  size 
from  a fourpenny-piece  to  a halfpenny,  from  which 
the  epidermis  was  peeling  in  the  middle.  The  arrange- 
ment of  the  eruption  was  symmetrical,  and  the  parts 
attacked  were  those  which  his  vest  touched,  but  it  must 
be  noticed  that  the  greater  part  of  his  trunk  was  free. 
The  vest  which  he  was  wearing  was  white,  and  of  a soft 
texture,  and  he  did  not  think  that  it  had  irritated 
him,  but  it  was  nevertheless  a fact  that  the  rash  had 
come  on  just  after  he  had  changed  from  his  summer 

vest  to  his  present  one.  Mr.  was  intending  to  be 

married,  and  was  therefore  very  anxious  about  the 
eruption,  which  he  had  been  told  was  suspicious.  I 
ventured  to  assure  him  that  in  all  probability  it  was 
due  to  the  irritation  of  his  clothing.  As  in  many  other 
cases,  however,  its  dusky  colour,  symmetrical  arrange- 
ment, and  tendency  to  become  ringed  were  all  features 
of  great  suspicion. 

Under  treatment  by  an  alkali,  and  the  wearing  of  a 
silk  vest,  the  eruption  very  quickly  and  completely 
disappeared. 

Symmetrical  erythematous  eruptions  after  long  mercurial 

treatment.  — Dr. , of  dark  complexion,  had  a midwifery 

chancre  in  December,  1883.  It  was  followed  by  a papular 
eruption  and  sore  throat.  No  treatment  was  used  until 
these  symptoms  appeared.  He  then  took  grey-powder, 
twelve  grains  a day,  and  subsequently  rubbed  in  the  mer- 
curial ointment,  a drachm  a day.  Six  months  after  the 
chancre  his  nails  were  affected,  and  we  increased  the 
quantity  of  mercury.  He  Avas  never  salivated,  nor,  indeed, 
in  the  least  inconvenienced  by  the  mercury.  Being  of 
dark  complexion  and  in  strong  health,  he  resisted  its  in- 
fluence to  an  unusual  degree.  All  his  symptoms,  hoAvever, 
quite  disappeared,  and  ten  months  after  it  Avas  begun  he 
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left  it  off,  being  at  the  time  in  excellent  health  and  wholly 
free  from  symptoms.  Three  weeks  after  its  omission  a sym- 
metrical, dusky  mottling  appeared  on  his  arms.  It  was  an 
erythema  only,  and  varied  much  in  vividness  at  different  times. 
If  the  skin  was  rubbed,  instead  of  the  redness  being  increased  it 
almost  disappeared.  In  some  places  obscure  rings  were  formed. 
He  said  that  it  always  showed  most  when  he  first  got  out  of  bed. 

I have  seen  many  cases  exactly  like  Dr.  ’s, 

and  the  eruption  is  a very  peculiar  one.  It  is  rarely 
attended  by  any  other  constitutional  symptoms.  It 
usually  comes  out  a few  weeks  after  the  mercury  has 
been  stopped,  and  generally  in  those  who  have  borne  it 
well.  The  circumstance  that  the  eruption  is  most 
visible  when  the  skin  is  suddenly  chilled  by  getting  out 
of  bed,  and  especially  by  taking  a cold  bath,  almost 
always  attracts  the  attention  of  the  patient  himself. 
The  eruption  often  occurs  in  rings,  and  it  is  always 
most  abundant  on  the  arms,  but  frequently  affects  the 
trunk  also.  It  is  often  exceedingly  slight.  In  many 
cases  it  recurs  repeatedly,  over  long  periods,  and 
when  it  does  so  is  seldom  or  never  the  precursor  of 
anything  worse.  If  mercury  be  given  it  usually  dis- 
appears quickly. 

Urticaria  pigmentosa  mistaken  for  a syphilitic 
eruption. — A married  lady,  aged  twenty-seven,  con- 
sulted me  in  February,  1892,  she  being  then  covered 
with  a syphilitic  eruption.  The  disease  had  not  been 
diagnosed,  and  no  treatment  had  been  adopted.  I found 
that  she  was  nursing  an  infant  seven  months  old, 
and  I of  course  told  her  that  she  must  at  once  wean 
him.  A year  later  she  brought  the  infant  to  me  because 
he  had  an  eruption  which  had  been  assumed  to  be 
syphilitic.  I found  not  the  slightest  indication  of 
syphilis,  and  the  spots  appeared  to  be  fleabite-urti- 
caria.  They  were  said  to  come  out  at  intervals,  now 
on  one  part  and  now  on  another,  and  were  attended 
by  excessive  irritation.  A year  later  I heard  that 
the  child  was  in  good  health,  but  liable  to  the  erup- 
tion, which  was  reported  to  leave  brown  stains.  His 
mother  still  held  that  the  child  must  have  suffered  from 
her  “blood  poisoning.”  Three  years  later  the  boy  was 
again  brought  to  me,  the  belief  being  that  I should  now 
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be  forced  to  admit  that  he  was  syphilitic,  as  his  hair 
had  begun  to  fall  off  in  patches.  He  was  the  subject  of 
well-characterised  alopecia  areata.  The  patches  were 
large  and  perfectly  smooth.  He  stiil  showed  no  indi- 
cations of  syphilis.  The  pigmented  urticarial  patches 
persisted. 

Pityriasis  rosea. — The  eruption  now  well  known  to 
specialists  under  the  name  of  Gibert's  pityriasis  or  pity- 
riasis rosea  is  the  one  which,  far  more  frequently  than 
any  other,  occasions  serious  difficulty  in  the  diagnosis 
of  syphilis.  It  is  frequently  seen  in  young  men ; it  is 
bilateral,  comes  out  rapidly,  and  in  its  general  features 
is  most  deceptively  like  a syphilitic  exanthem.  It  may 
present  several  different  types,  the  principal  ones  being 
the  macular  and  the  ringworm  forms.  It  is  seldom 
attended  by  much  irritation,  and  almost  always  occurs 
in  an  isolated  individual  wholly  without  history  of 
contagion.  If  a chancre  were  present  no  one  would,  in 
nine  cases  out  of  ten,  feel  any  hesitation  in  regarding  it 
as  syphilitic.  Usually  there  is  the  history  of  a “parent 
patch  ” having  preceded  by  a few  days  the  general 
eruption,  but  such  patch  has  never  been  in  the  least 
like  a primary  sore,  and  there  are  never  any  enlarged 
glands  nor  is  there  sore  throat.  Although  there  may  be 
strong  suspicion  that  the  eruption  spreads  from  the 
parent  patch  by  external*  contagion,  no  one  has  suc- 
ceeded in  demonstrating  any  parasitic  element.  Thus 
we  are  left,  in  the  differential  diagnosis  from  syphilis, 
to  the  estimation  of  probabilities.  The  eruption  is 
always  most  abundant  on  the  trunk,  and  may  almost 
wholly  exempt  the  limbs.  It  scarcely  ever  affects  the 
face.  It  causes  no  gland  enlargements,  and  is  not  pre- 
ceded by  chancre  or  attended  by  sore  throat.  Such  are 
the  chief  points  which  justify  doubt  and  abstention 
from  specific  treatment.  If  nothing  be  done,  the  erup- 
tion usually  comes  to  an  end  spontaneously  within  a 
few  weeks,  leaves  no  trace,  and  almost  never  recurs 
to  the  same  individual. 

It  is  probable  that  my  own  experience  has  been 
peculiar  in  this  respect,  but  a large  proportion  of  the 
cases  in  which  I have  diagnosed  pityriasis  rosea  have 
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been  in  those  who  had  at  some  former  period  suffered 
from  syphilis.  It  was,  however,  the  suspicion  that  the 
eruption  was  syphilitic  which  brought  them  to  me. 
Some  history  of  this  kind  will  be  observed  in  most  of 
the  illustrative  cases  which  I am  about  to  give,  and  I 
might  very  largely  add  to  their  number. 

Colonel ’s  case  is  a very  remarkable  illustration 

of  what  has  just  been  said.  He  had  undoubtedly  had 
syphilis,  and  he  was  now  covered  over  the  whole  body  and 
greater  part  of  the  limbs  by  a dusky  eruption  of  most 
suspicious  aspect.  Eight  years  had,  however,  elapsed 
since  his  syphilis,  and  on  this  account,  as  well  as  some 
minor  points  in  the  development  of  the  eruption,  I ven- 
tured to  believe  with  confidence  that  the  rash  was  not 
specific.  It  continued  out  for  several  weeks,  but  in  the 
end  entirely  disappeared  under  a treatment  in  which 
neither  mercury  nor  iodides  were  included.  The  par- 
ticulars of  his  case  are  as  follows  : In  1881  he  was  under 
my  care  for  syphilis,  and  had  a prolonged  treatment, 
after  which  he  remained  apparently  quite  well  until 
September  of  1890.  He  then  consulted  me  on  account 
of  itching  of  the  palms  and  between  the  fingers,  which 
troubled  him  whenever  he  got  warm  from  exercise.  He 
was  a man  of  about  forty  years  of  age,  and  had  suffered 
from  gout,  and  I prescribed  accordingly.  On  October  18 
he  came  to  me  again  for  a new  symptom.  During  the 
preceding  ten  days  an  eruption  had  appeared  on  the 
sides  of  his  chest  and  abdomen.  The  spots  were  of 
various  sizes,  and  none  of  them  either  in  rings  or 
circles.  They  were  all  irregular  at  their  margins.  They 
were  of  a dusky  red  tint,  and  looked  exceedingly  like 
an  early  eruption  in  secondary  syphilis.  He,  as  is 
usual  in  such  cases,  firmly  believed  that  they  were  a 
return  of  his  old  disease,  and  he  wras  accordingly  much 
disappointed.  The  eruption  was  not  attended  by  any 
itching,  and  his  expression  was,  “ I should  not  know 
that  it  was  there  unless  I saw  it.”  It  should  have  been 
stated  that  in  September,  when  he  came  with  itching  of 
his  hands,  he  showed  me  a patch  of  eczema  marginatum 
in  one  groin,  which  I cured  with  a tar  wash.  The 
diagnosis  given  for  the  rash  described  above  was 
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“pityriasis  rosea.”  As  he  had  gout  threatening  in  one 
great  toe  I prescribed  for  him  colchicum  and  aconite 
internally;  and  on  the  supposition  that  the  pityriasis 
might  be  parasitic,  1 advised  him  to  get  a Harrogate 
water  bath  twice  a week. 

Five  days  later,  October  23,  many  of  the  patches 
which  had  first  appeared  were  fading,  and  in  doing 
so  were  desquamating  in  their  centres.  Fresh  patches 
were,  however,  coming  out,  especially  on  the  lower  part 
of  his  body  and  on  his  thighs. 

On  October  28,  five  days  later  still,  the  patches  were 
still  extending  on  some  parts  and  fading  on  others. 
They  were  most  plentiful  about  the  hips  and  on  the 
sides  of  the  abdomen,  but  were  absent  in  the  middle  of 
the  chest  and  around  the  umbilicus.  It  will  be  seen 
that  the  sulphur  baths,  which  had  been  taken  regularly, 
had  not  immediately  arrested  the  development  of  the 
disease.  On  the  extremities  the  eruption  came  down 
as  low  as  the  elbows  and  knees,  but  not  farther.  On 
the  fronts  of  the  elbows  especially  it  looked  exactly  like 
a syphilide.  His  toe  had  got  almost  well,  but  there 
was  some  stiffness  with  pain  on  walking.  On  Novem- 
ber 18,  Colonel  took  his  last  sulphur  bath.  He 

left  off  on  his  own  responsibility  because  he  thought 
that  his  skin  was  well.  On  December  1 he  came  to  me 
to  show  his  cure.  With  the  exception  of  one  or  two 
little  spots  below  his  knees,  which  had  been  the  last  to 
appear,  he  had  not  a stain  left,  and  he  was  in  excellent 
health. 

Mr.  , aged  thirty-three  in  1905,  had  a chancre  in 

1892,  was  treated  a long  time,  married  in  1897,  and  had 
a healthy  child  born.  In  1899  he  had  a recurred  chancre, 
which  ulcerated  deeply,  and  concerning  which  there 
was  much  doubt  as  to  whether  it  were  not  a new  sore. 
He  denied  any  fresh  exposure,  and  there  was  no  gland 
disease. 

In  May,  1905,  he  was  brought  to  me,  by  my  son, 
with  a very  abundant  eruption,  which  had  been  out 
nine  days  and  now  covered  his  trunk  and  limbs.  It 
was  exactly  like  a papular  syphilide,  and,  if  he  had 
had  a new  chancre,  no  one  would  have  felt  the  least 
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doubt  as  to  its  nature.  But  he  denied  having  had  any 
fresh  sore,  and  on  the  most  careful  search  no  trace  of 
one  could  be  discovered.  He  at  the  same  time  admitted 
that  about  seven  weeks  ago  he  had  on  a single  occasion 
been  exposed  to  risk.  Nothing  whatever  had  followed 
the  exposure  until  the  present  eruption. 

This  eruption  began  on  the  left  forearm,  but  rapidly 
spread  to  other  parts.  It  was  an  erythematous  papular 
eruption  desquamating  on  some  spots  and  not  on  others, 
of  a dusky  red  tint,  slightly  itching,  distinctly  multi- 
form. It  affected  chiefly  the  front  of  chest  and  abdomen 
and  fronts  of  arms  and  inner  sides  of  thighs,  but  oc- 
curred also  on  the  back,  neck,  and  legs;  none  on  face 
or  hands;  no  enlarged  glands,  and  no  conclusive  con- 
ditions in  throat. 

The  eruption  was  too  copious  for  a syphilide  of 
only  ten  days’  duration.  Ordered  to  use  a tar  wash. 
On  May  17,  a week  later,  I saw  the  patient  again. 
The  eruption  was  fading,  and  no  sore  throat  had 
developed. 

On  the  same  day  that  I saw  Mr.  I saw,  at  the 

Polyclinic,  a young  man  of  twenty-one  with  an  exactly 
similar  eruption.  It  was  very  abundant,  covering  the 
trunk,  back  and  front,  and  the  upper  halves  of  all  four 
limbs.  Dr.  Purdie,  who  brought  him,  said  that  it  had 
only  been  out  five  days,  and  that  he  had  examined  the 
genitals  and  throat  and  found  no  trace  of  syphilis. 

On  the  lad’s  shoulder  (right)  there  was  one  patch  as 
large  as  a half-crown,  which  had  become  pale  in  its 
centre  and  was  both  larger  and  more  advanced  than 
any  of  the  others.  This  might  have  been  the  parent 
patch,  but  the  patient  thought  that  the  first  had 
appeared  on  the  other  shoulder.  The  development 
had  been  exceedingly  rapid.  None  of  the  patches 
were  quite  round,  and  none  were  ringed;  many  were 
desquamating.  The  itching  was  only  moderate.  He 
was  in  good  health.  The  eruption  subsequently  dis- 
appeared under  simple  measures. 
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SYPHILIS  MALIGNA 

The  expression  “ malignant  syphilis  ” is  applied  chiefly 
to  those  cases  in  which  the  early  stages  are  developed 
with  extreme  severity.  The  eruption  follows  quickly  on 
the  chancre,  passes  from  papules  to  bullae  or  ecthyma, 
and  from  the  latter  to  ulcerating  sores,  and  rapidly 
takes  on  a rupial  character.  Almost  invariably  specific 
treatment  has  been  wholly  omitted,  but  now  and  then 
it  may  have  been  hastily  abandoned  on  account  of 
salivation.  In  a great  majority  of  cases  idiosyncrasy 
on  the  part  of  the  patient  is  all  that  can  be  alleged 
in  explanation,  but  in  some  there  is  added  great 
susceptibility  to  the  influence  of  the  specific  drugs. 

This  form  of  syphilis  is  attended  by  emaciation 
and  rapidly  advancing  debility,  and  may  end  in  death 
from  asthenia.  As  a rule,  however  great  the  exhaustion 
and  extensive  the  ulceration,  mercury  is  not  contra- 
indicated, but  is,  on  the  contrary,  urgently  demanded. 
It  must  be  used,  however,  with  great  circumspection, 
and  in  combination  with  quinine  and  opium.  Iodide  of 
potassium  is  usually  very  valuable,  but  in  some  cases 
it  aggravates  the  ecthymatous  eruption.  Salivation  is 
to  be  most  carefully  avoided,  and  every  precaution 
is  to  be  taken  against  the  occurrence  of  diarrhoea,  for 
a very  little  may  turn  the  scale. 

It  frequently  happens  that  the  primary  sore  almost 
from  the  first  has  indicated  the  patient’s  peculiar  pro- 
clivity by  becoming  inflamed  and  deeply  ulcerated.  It  is 
rare,  however,  that  there  is  any  actual  phagedsena,  and 
in  some  cases  the  chancre  shows  nothing  abnormal.  Now 
and  then  the  eruption  may  be  of  the  framboesial  type, 
but  that  form  of  dermatitis  is  by  no  means  always  in- 
dicative of  extreme  severity.  It  is  not  usually  possible 
to  recognise  anything  in  the  patient’s  family  historv 
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Plate  6.— Syphilis  Maligna 

(To  illustrate  the  case  given  at  page  135) 

The  patient  had  contracted  syphilis  (from  a coloured  woman  in 
India)  some  months  previously,  and  had  had  no  treatment. 
The  eruption  was  an  ulcerating  rupia.  Under  mercurial 
treatment  recovery  rapidly  ensued,  and  the  man  regained 
good  health. 
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or  state  of  health  which  gives  a clue  to  the  peculiarity 
of  the  syphilis.  If,  as  is  not  infrequent,  the  rupial 
eruption  shows  a tendency  to  assume  lupoid  characters, 
there  will  usually  be  found  a tubercular  history. 

We  may  now  suitably  discard  the  old  nomenclature, 
which  spoke  of  malignant  syphilis  as  the  merging  to- 
gether of  the  secondary  and  tertiary  stages.  It  is  now 
recognised  that  in  the  secondary  stage  precisely  the 
same  structures  are  implicated  as  in  the  tertiary,  and 
that  the  difference  consists  in  the  ends  towards  which 
the  processes  advance.  We  know  that  rupia  and 
ecthyma  belong  to  the  secondary  stage,  as  does  also 
iritis.  The  characteristic  distinction  between  the  two 
is  the  occurrence  of  multiplicity,  symmetry,  and  ulcera- 
tion in  the  one,  as  contrasted  with  non-symmetry, 
restriction  in  number,  and  serpiginous  spreading  in 
the  other.  The  cases  styled  malignant  are  almost 
always  in  the  secondary  period,  and  exhibit  its  special 
features. 

It  is  a question  of  great  clinical  interest  what 
becomes  of  patients  who  have  recovered  under  treat- 
ment from  malignant  syphilis.  If  not  treated,  they 
die;  but  under  specifics  judiciously  given  they  often  get 
well,  and  probably  remain  well,  but  not  without  some 
special  risk  of  relapse.  In  a few  cases,  in  which  the 
“ malignancy  ” is  due  rather  to  intolerance  of  both  of 
the  two  specific  drugs  than  to  idiosyncrasy  in  reference 
to  the  virus,  the  treatment  may  be  attended  by  almost 
insuperable  difficulties. 

Case  of  syphilis  maligna. — The  following  case 
was  communicated  to  me  by  Mr.  H.  Martin  Doyle,  of 
Newcastle,  New  South  Wales,  under  date  March  26, 
1899  : — 

“Dear  Mr.  Hutchinson, — I have  mailed  you  this  week  a 
photograph  of  a case  I had  under  treatment  which  may  interest 
you.  The  subject  was  a Chilian  marine  engineer,  a man  who 
by  the  testimony  of  his  shipmates  was  a sober  and  chaste  man 
until  a certain  day  in  December  when  he  went  ashore  at 
Bombay  and  fell  under  the  influence  of  alcohol.  He  copulated 
with  a black  prostitute  once  at  the  dockside.  Between  eight 
and  ten  weeks  afterwards  a single  hard  sore  had  developed. 
He  could  not  exactly  fix  the  date  of  its  first  appearance,  but  in 
two  months  ‘ sores  ’ began  to  appear  on  his  body. 
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“I  saw  him  early  in  May  when  the  ship  arrived  at  this  port, 
after  a passage*  of  forty-two  days  from  Bombay.  He  was  then 
in  a very  emaciated  condition,  lying  in  his  bunk  helpless.  The 
hard  chancre  was  still  present — a ragged,  ulcerated  sore  with 
a base  as  hard  as  sole-leather.  Over  the  anterior  part  of 
the  body  was  a rupial  eruption,  as  you  may  see  in  the  photo- 
graph. Some  of  the  scabs  had  fallen  off,  but  on  the  chest  and 
face  the  scabs  still  remained.  Except  on  the  back  of  the 
neck  and  shoulders  there  were  no  sores  on  the  posterior  aspect 
of  the  trunk.  The  ship  had  no  medicine  chest,  and  the  only 
treatment  the  man  had  used  was  sulphur  ointment,  which  was 
energetically  applied.  He  had  had  no  fresh  food  for  at  least  a 
month.  It  is  so  seldom  that  one  sees  an  untreated  case  of 
syphilis  that  I thought  the  photograph  might  interest  even 
you. 

“The  patient  was  treated  by  mercurial  inunction,  the  sores 
dressed  with  black  wash,  and  a plentiful  supply  of  nourishing 
food  given.  After  a month’s  treatment  he  rejoined  his  ship — 
all  the  sores  were  healed  and  he  had  increased  nearly  two 
stone  in  weight — and  sailed  for  Valparaiso.  I have  not  heard 
of  him  since. 

“This  is  the  only  case  of  secondary  rupia  I have  seen  in 
Australia  during  eight  years’  practice  in  a seaport  town  where 
ships  arrive  daily  from  all  the  ports  of  South  America,  Africa, 
and  India  and  the  East.  The  treatment  of  syphilis  must  have 
reached  a very  high  pitch,  or  we  are  being,  like  the  Portuguese, 
inoculated,  for  one  rarely  sees  any  tertiary  syphilis,  and  the 
editor  of  the  Australian  Medical  Gazette  not  long  since  was 
able  to  write  that  the*  secondary  symptoms  of  syphilis  were 
becoming  every  day  very  rare  even  in  Australian  hospital 
practice.” 

Malignant  syphilis  ; no  specific  treatment  in  the  early  stages. 

— A case  of  very  severe  syphilis — of  the  form  sometimes  spoken 
of  as  malignant  syphilis — was  presented  by  a young  unmarried 
woman  from  a country  town.  She  was  of  very  fair  complexion, 
florid,  and  of  transparent  skin.  As  she  occupied  a respectable 
position  in  the  town  where  she  lived,  the  family  medical  man 
whom  she  first  consulted  was  naturally  not  suspicious,  and  it 
was  not  until  the  eruption  covered  her  from  head  to  foot,  and 
she  was  induced  to  seek  other  advice,  that  the  nature  of  her 
malady  was  suspected.  She  was  not  under  mv  care  at  this 
stage,  but  under  that  of  a very  able  surgeon.  I was  told  that 
she  had  very  nearly  died,  and  her  condition  when  she  came  to 
me,  eighteen  months  later,  quite  bore  out  this  suggestion. 
At  that  time  she  was  covered  with  dusky  scars,  and  there  still 
remained  a large,  irregular,  unhealthy  ulcer  in  front  of  one 
thierh  and  two  patches  of  syphilitic  lupus  on  her  face.  In 
addition  to  the  skin  eruption  she  had  had  a severely  ulcerated 
throat,  but,  under  my  friend’s  judicious  treatment  with  varying 
doses  of  mercury  and  iodides  during  the  past  year,  this  was 
now  well. 
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Very  severe  ulcerating  eruption  with  iritis 
occurring:  within  three  months  of  infection. — An 

example  of  the  exceedingly  rapid  development  of 
syphilis  with  great  severity  occurred  in  the  case  of  a 
young  clerk  who  consulted  me  in  March,  1906.  His 
dates  as  regards  exposure  and  first  appearance  of  the 
sore  were  untrustworthy,  but  he  held  that  only  two 
months  had  elapsed  since  his  infection.  There  was 
present  a deep  ulceration  in  the  glans  with  a hardened 
base,  and  he  was  covered  with  eruption.  He  had  also 
general  adenitis  with  ulceration  of  the  tonsils  and 
iritis  of  one  eye.  He  had  as  yet  had  no  treatment. 
The  eruption,  which  was  universal  and  very  abundant, 
wras  papular,  squamous,  and  ecthymatous.  His  back, 
shoulders,  and  arms  were  covered  with  large  shallow 
ulcers,  some  of  them  nearly  two  inches  across.  The 
severity  of  the  disease  was  such  that  home  treatment 
was  obviously  unsuitable,  and  I sent  him  to  seek  imme- 
diate admission  into  the  Lock  Hospital.  He  was  at 
once  admitted  into  this  institution,  iinder  the  care  of 
Mr.  Astlcy  Bloxam.  By  the  kind  permission  of  that 
gentleman  the  particulars  of  the  treatment  were  sub- 
scquently  supplied  to  me.  The  first  measure  was  the 
injection  of  the  grey  oil.  Of  this  seven  injections  were 
given,  each  containing  one  grain  of  metallic  mercury. 
Improvement  at  once  resulted,  and  some  of  the  ulcers 
healed.  On  May  19,  as  the  patient  had  not  made  the 
progress  expected  \mder  the  injections,  the  treatment 
was  changed,  and  blue  pill  and  iodide  of  potassium 
and  bark  were  given.  Under  these  the  cure  was  rapidly 
completed.  He  left  the  hospital  on  May  30. 

It  will  be  seen  that  in  this  instance  we  had  a 
most  severely  ulcerating  eruption  with  iritis  developed 
within  three  months  of  the  infection.  The  case  had  not 
been  complicated  by  any  administration  of  drugs,  and 
it  occurred  in  a man  who  had  previously  enjoyed  good 
health  The  effect  of  mercurial  treatment  was  imme- 
diate, but  in  the  end  a combination  of  iodide  of  potas- 
sium with  the  internal  use  of  mercury  appeared  to  suit 
better  than  injections. 

Case  of  malignant  syphilis  in  which,  after 
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apparent  cure,  a relapse  occurred  with  pliage- 
dsena  of  pharynx.— Although  in  malignant  syphilis 
there  is  frequently,  indeed  usually,  a prompt  and  very 
satisfactory  response  to  treatment,  there  is  undoubtedly 
a definite  tendency  to  relapses.  The  disease  usually  takes 
the  same  type  in  its  recurrences.  These  statements  were 

well  illustrated  in  the  case  of  Mr.  . This  patient, 

a man  of  thirty,  was  brought  to  me  by  a relative  and  a 
nurse,  covered  with  a most  severely  ulcerating  eruption. 
He  was  bandaged  from  head  to  foot,  and  clothed  only 
in  a dressing-gown.  The  syphilis  was  probably  in  the 
eighth  month,  but  the  dates  were  uncertain.  He  had 
had  no  continuous  treatment,  and  latterly  had  taken 
only  arsenic.  Many  of  the  ulcers  were  deep,  and  on 
the  scalp  sufficiently  so  to  expose  the  bone.  No  bare 
bone  could,  however,  be  touched.  A remarkable  feature 
was  that  amongst  the  ulcers  were  many  sound  scars. 
He  denied  exposure  to  contagion,  but  there  was  still 
present  a hard  lump  in  the  prepuce  and  there  were 
hard  glands  in  the  groin.  Iodides  with  grey-powder 
pill  were  ordered,  and  the  immediate  improvement  was 
most  remarkable.  In  one  week  all  the  sores  were  clean 
and  rapidly  healing.  In  the  course  of  six  weeks  he 
was  quite  well,  and  two  months  later  he  reported  him- 
self in  such  health  that  “ nothing  would  turn  him.” 
I saw  nothing  more  of  him  till  more  than  a year  later, 
when  he  returned  with  his  throat  in  a horrible  con- 
dition. The  soft  palate,  uvula,  etc.,  were  extensively 
destroyed,  and  a large  phagedsenic  ulcer  extended 
across  to  the  fauces  on  both  sides.  He  had  lived  abroad 
and  had  neglected  all  treatment.  Under  the  appli- 
cation of  iodoform  and  the  internal  use  of  iodides  he 
again  recovered  quickly.  There  had  been  no  relapse 
as  regards  his  skin. 

Itfalijgnant  syphilis;  recovery  under  mercury 
eonf iminiice  of  the  «lrn^  for  five  years;  no  re- 
lapses.— This  case  illustrates  cure  by  mercury  and 
freedom  from  relapse.  A patient  who  consulted  me 
in  1S92,  covered  with  a most  severe  eruption  of  rupia, 
came  under  my  observation  again  five  years  later.  He 
had  continued  his  mercurial  pill  during  the  whole  of 
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this  period,  at  first  four  times  a day,  and  latterly  only 
once.  He  had  taken  no  iodide.  His  eruption  had  dis- 
appeared within  two  months  of  commencing  the  course, 
and  he  had  never  had  the  slightest  relapse.  He  was  in 
excellent  health,  although  he  had  resided  near  the 
equator  most  of  the  time.  A small  dose  of  quinine  had 
been  given  in  combination  with  the  mercury. 

Prognosis  in  malignant.  sypliilis. — Although  the 
occurrence  of  a pemphigoid  and  rupial  eruption  which 
ulcerates  and  is  attended  by  deep  cachexia  undoubtedly 
reveals  an  idiosyncrasy  of  very  grave  character,  yet 
the  subjects  of  malignant  syphilis  usually,  when  once 
cured,  retain,  I think,  good  health.  They  are  probably 
benefited  by  the  efficiency  of  the  treatment  which  it 
necessitates.  The  examples  which  I have  quoted  all 
belong  to  the  secondary  stage,  but  the  term  “malignant” 
is  sometimes  applied  to  cases  at  later  stages  which 
have  remained  uncured.  These,  which  were  common 
enough  in  former  years,  are  under  our  modern  methods 
now  become  very  infrequent.  They  are  all  examples 
of  ill-adapted  treatment. 

The  subject  of  the  following  narrative  came  under 
my  observation  only  after  considerable  treatment  and 
when  the  cure  was  already  assured.  It  is  an  example 
of  malignant  syphilis  in  which  phagedsena  of  the 
primary  sore  occurred  and  was  followed  by  rupia. 
The  sore  was  contracted  in  Ceylon,  and  from  a native 
woman. 


Case  illustrating  the  results  ot  pliagedirnir 
chancre;  no  swelling  ot  inguinal  glands;  no 
sore  throat  ; a most  severe  eruption,  rupial  and 
ulcerating. 


DATE 

DETAILS 

March  . 

Some  excoriation  noticed  one  month  after  exposure 
to  risk.  15th,  discovered  a chancre.  20tli,  saw 
a native  doctor.  Phimosis;  black  wash  in- 
jected. Iodide  given,  and  iodide  boils  on  neck 
caused. 

April 

Saw  an  English  doctor.  The  chancre  was  now 
phagedaenic.  Sores  cauterised  and  continuous 
bath  used  for  three  weeks.  Severe  haemorrhage. 
Taking  mercury. 
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DATE 


DETAIL8 


May . . 


June 


J uly  . . 

August . . 

September  . 
October 


November  . 

December  . 
J anuary 

February  . 


Still  under  treatment  for  the  phagedsenic  sore. 
He  now  had  a change  of  doctors,  and  mercury 
was  disused  and  tonics  only  given.  Much  fever. 
Temperature  once  105°. 

No  mercury.  The  eruption  now  appeared.  It 
began  on  forehead,  then  over  the  neck,  arms, 
and  body.  The  prepuce  and  glans  had  now 
been  destroyed.  29th,  removed  to  Rangoon, 
being  covered  with  eruption. 

Mercury  resumed,  with  iodides.  He  was  weak 
and  rheumatic,  with  fever.  Knees  swollen. 

Took  a sea  voyage  for  health,  being  very  weak 
and  covered  with  eruption. 

Returned  to  Ceylon.  Still  covered  by  eruption. 

Came  from  Ceylon  home.  Sores  on  face,  arms, 
and  trunk  healed,  but  still  persisting  on  legs. 
Sores  on  penis  healed  excepting  at  one  spot. 

In  a London  home.  Mercury  and  iodide  given. 
Great  improvement. 

At  seaside.  Mercury  and  iodide  continued. 

At  seaside.  Mercury  and  iodide  continued.  An 
ulcer  formed  on  right  arm. 

Came  to  me.  The  whole  prepuce  and  glans  de- 
stroyed by  ulceration.  Tire  whole  trunk 
covered  by  the  scars  of  a most  severe  eruption. 


In  this  case  the  one  error  in  treatment  was  the  sus- 
pension of  mercury.  This  was  done  because  the  primary 
sore  had  become  phagedsenic.  It  ought  to  have  been 
pushed  in  combination  with  full  doses  of  opium  and  in 
association  with  the  appropriate  local  measures.  Had 
it  been  continued,  very  probably  no  eruption  would 
have  occurred.  As  it  was,  although  there  had  been  a 
month’s  mercurial  treatment,  a most  severe  outbreak  of 
eruption  followed  on  its  suspension.  The  skin  of  the 
whole  trunk,  when  I saw  the  patient,  was  covered  with 
almost  confluent  scars  and  ulcers.  The  latter  were 
already  healing  when  I saw  him,  for  specifics  had  been 
resumed,  both  mercury  and  iodide.  The  whole  of  the 
glans  had  been  destroyed  by  ulceration. 

The  case  illustrates  the  fact  that  phagedsena  occurs 
in  virtue  of  peculiarity  in  the  virus,  and  not  from 
debility  in  the  patient,  for  the  man  had  been  throughout 
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in  excellent  health.  When  the  phagedsenic  action  once 
stopped,  the  parts  healed  well  and  remained  sound. 
The  eruption,  judging  from  the  character  of  the  scars, 
had  clearly  been  rupial. 

There  had  never  been  any  sore  throat  or  other  affec- 
tion of  the  mucous  membranes.  The  mercury  had  never 
disagreed,  and  it  had  never  caused  salivation.  When 
it  was  resumed  it  suited  well,  and  under  its  use  the 
sores  on  the  skin  healed. 

Although  mercury  will  not  stop  phagedsena,  and 
local  treatment  for  that  special  object  is  absolutely 
essential,  yet  it  does  nothing  that  is  prejudicial,  whilst, 
in  order  to  prevent  the  secondary  eruption,  it  is  neces- 
sary. In  the  treatment  of  phagedsena,  mercury  should 
be  vigorously  used,  but  with  it  plenty  of  opium  and 
quinine.  In  the  present  instance  the  local  treatment 
of  the  sore  had  been  careful  and  judicious;  the  immer- 
sion bath,  nitric  acid,  iodoform,  naphthalin,  and  other 
remedies  had  at  different  stages  been  used.  Iodide  of 
potassium  had  also  been  given. 

The  patient  was  a man  of  thirty,  florid  and  red- 
haired,  but  in  robust  health. 

Tlie  cratcriform  variety  of  plin^odiviiie  son*. 
— I should  like  to  be  allowed  to  employ  the  term 
“ cratcriform  phagedsena  ” as  applicable  to  certain 
sores  which  are  different  from  the  more  ordinary  types 
of  phagedsenic  action.  In  these  latter  there  is  usually 
but  little  infiltration  or  swelling  of  the  adjacent  parts, 
and  the  ulceration  or  sloughing,  as  the  case  may  be, 
spreads  widely  and  irregularly.  In  these  cases  the  sore 
i3  more  or  less  circular,  its  borders  uplifted  by  swelling, 
and  a central  crateriform  ulceration  with  pultaceous 
contents  is  the  result.  The  appearances  produced  are 
much  like  those  of  a gigantic  boil.  If  satellites  occur, 
they  reproduce  very  exactly  those  of  the  original.  I 
need  not  say  that  this  crateriform  phagedsena  is 
perfectly  distinct  from  the  form  of  cancerous  ulcera- 
tion of  the  face  to  which  I have  ventured  to  give  the 
name  of  “crateriform  ulcer.”  But  it  may  be  noted  as 
a remarkable  fact,  to  be  explained  perhaps  by  some 
peculiarity  in  anatomical  structure,  that  the  face  is 
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the  region  which  shows  the  most  characteristic  features 
of  both. 

This  crateriform  phagedsena,  of  which  I have  seen 
but  very  few  examples,  has  nearly  always  occurred 
under  conditions  which  caused  great  difficulty  in  diag- 
nosis. In  more  than  one  case  it  has  been  almost  im- 
possible to  say  whether  the  condition  was  primary, 
secondary,  or  tertiary.  Of  this  statement  the  follow- 
ing case  is  a good  example  : A gentleman  who  had  had 
syphilis  severely  twelve  years  before,  and  had  been 
cured  by  specifics,  became  the  subject  of  a sore  on  his 
penis  as  the  result  of  fresh  contagion.  This  sore  was 
punched-out  in  the  first  instance,  but  became  indurated 
after  it  had  healed.  About  two  months  after  the  first 
appearance  of  this  sore  a little  scaly  patch  formed  on 
one  cheek,  which  slowly  passed  into  a most  charac- 
teristic condition  of  crateriform  phagedsena.  This 
occurred  whilst  the  patient  was  under  treatment  by 
specifics,  when  the  sore  on  the  penis  was  disappearing 
quite  satisfactorily,  and  when  no  other  secondary  phe- 
nomena had  shown  themselves.  A large,  deep,  and 
most  ugly  ulceration  developed  in  the  cheek.  It  re- 
sisted treatment  for  some  time,  but  finally  yielded  to 
the  vigorous  use  of  iodoform  and  internal  specifics. 
The  man,  once  his  sore  was  healed,  remained  quite 
well.  I have  seen  him  recently,  five  years  after  the 
attack;  he  has  had  no  further  symptoms,  and  has,  with 
medical  sanction,  recently  married.  In  this  instance 
I was  at  first  inclined  to  suspect  that  the  sore  on  the 
cheek  was  the  result  of  direct  inoculation  from  that  on 
his  penis,  but  in  reviewing  the  facts  now  in  the  light  of 
subsequent  experience,  I am  more  inclined  to  think  that 
it  was  a secondary  phenomenon,  and  that  the  phage- 
clsenic  action  which  it  took  on  was  probably  due  to  the 
fact  that  the  man  had,  at  least  on  one  occasion,  previ- 
ously suffered  severely  from  syphilis.  The  lesson  which 
it  afforded  as  regards  treatment  was  definite.  It  was 
quite  clear  that  internal  treatment  alone  could  neither 
prevent  nor  cure,  and  that  there  was  needed  a vigorous 
combination  of  external  and  internal  measures.  It  has 
also  been  made  quite  clear  by  the  subsequent  progress 
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that  the  patient’s  general  health  was  in  no  way  specially 
at  fault,  and  that  the  occurrence  of  the  phagedsena 
denoted  idiosyncrasy  rather  than  cachexia.  When  once 
the  phagedsenic  action  was  conquered,  the  sore  healed 
well,  and  although  a large  scar  has  been  left,  it  is  now 
perfectly  sound. 


CHAPTER  XIII 


HERPES  AFTER  SYPHILIS 

We  may  conveniently  recognise  as  belonging  to  herpes 
all  forms  of  inflammation  which  are  habitually  and 
almost  constantly  unilateral  in  their  development,  and 
at  the  same  time  usually  restricted  in  their  duration. 
Of  all  such  we  may  assume  that  they  are  located  by 
the  distribution  of  nerves,  and  that  they  may  mani- 
fest a tendency  to  recur  repeatedly.  These  statements 
apply,  of  course,  to  what  is  known  as  symptomatic 
herpes,  of  which  the  type  form  is  herpes  labialis,  and 
not  to  that  of  which  the  type  is  herpes  zoster.  This 
last  stands  apart,  and  in  reference  to  syphilis  we  have 
little  or  nothing  to  do  with  it.  It  is  an  interesting 
fact  that,  whilst  all  varieties  of  symptomatic  herpes 
are  common  after  syphilis,  and  appear  to  be  directly 
predisposed  to  by  it,  but  few  observers  have  ever  at- 
tributed common  shingles  to  it. 

We  encounter  herpes  after  syphilis  chiefly  as  occur- 
ring either  on  the  genitals  or  in  the  mouth.  In  both  of 
these  localities  it  is  not  infrequently  the  source  of  errors 
in  diagnosis,  and  may  occasion  much  needless  anxiety 
to  both  patient  and  surgeon.  Although,  as  just  said, 
herpes  after  syphilis  obeys  the  law  of  all  herpes  in 
tendency  to  spontaneous  disappearance,  we  frequently 
meet  with  partial  deviations.  Syphilitic  herpes  may  last 
much  longer  than  is  usual  in  other  forms,  may  ulcerate 
more  deeply,  and  may  possibly,  in  connection  with  the 
taint  existing  in  the  patient’s  system,  perpetuate  itself 
indefinitely.  It  is  not,  as  a rule,  in  the  least  amenable 
to  the  specifics  for  syphilis,  and  may  show  itself  during 
treatment  which  is  effectually  removing  other  symp- 
toms, and  may  even  appear  to  be  induced  or  aggravated 
by  the  use  of  mercury.  It  is  on  account  of  this  last 
peculiarity  that  some  of  its  forms,  when  misunderstood, 

144 


Plate  7. — Herpetic  Eruption  on  Soft  Palate 

This  figure  shows  the  vesicles  of  herpes  developed  outlie  (observer’s) 
right  side  of  the  soft  palate,  and  restricted  to  it.  It  will  he 
well  to  disregard  the  conditions  which  the  artist  has  repre- 
sented on  both  sides  in  the  tonsils,  since  they  are  probably 
normal,  and  resemble  the  rest  of  the  eruption  only  because  of 
difficulty  in  representation.  Leaving  them  aside,  we  see  that 
the  groups  of  vesicles  occur  in  both  of  the  pillars  of  the  fauces 
and  the  adjacent  part  of  the  soft  palate,  whilst  the  right 
half  and  the  tip  of  the  uvula  are  deeply  congested.  Such 
distinct  limitation  to  one  side  only  is  characteristic  of  herpes. 
The  eruption  is  usually  of  brief  duration,  but  prone  to  recur, 
and  not  infrequently  affects  the  other  side  at  intervals.  The 
figure  is  copied  from  the  plate  referred  to  on  page  146  as 
being  in  Cliotzen’s  Atlas. 


HERPES  AFTER  SYPHILIS 


145 


give  much  trouble.  The  remedy  for  herpetic  affections 
after  syphilis  is  not  mercury,  but  arsenic  or  quinine. 

Herpes  as  it  occurs  on  the  penis  is  so  well  known 
that  it  hardly  needs  description.  It  may  occur  either 
on  the  skin  or  on  the  nmcous  surfaces,  and  is  usually 
easy  of  recognition.  It  comes  out  suddenly  after  a 
short  period  of  heat  and  irritation,  and  consists  of  a 
little  group  of  vesicles,  which  soon  rupture  and  leave 
small  ulcers.  In  the  course  of  a week  there  is  definite 
evidence  of  decline,  and  in  another  week  all  trace  of 
the  outbreak  is  lost.  There  is  seldom  any  irritation  of 
the  lymphatic  glands.  Difficulties  may  occur  when  the 
ulcers  are  deep  or  when  they  persist  longer  than  usual. 
Herpes  on  the  genitals  is  common  in  both  sexes,  quite 
independently  of  any  venereal  cause,  and  may  be  re- 
current. There  can,  however,  be  no  doubt  that  venereal 
sores  of  all  kinds  predispose  to  it,  and  that  the  most 
characteristically  recurrent  cases  follow  true  chancres. 
It  is  with  these  that  I now  have  to  deal.  The  liability 
to  such  attacks  may  begin  within  a few  months  of  the 
chancre,  and  the  recurrences  may  be  so  frequent  that 
the  patient  is  never  more  than  a week  or  two  free. 
Very  frequently  the  subsequent  attacks  are  upon  the 
site  of  the  first,  or  close  to  it,  but  to  this  there  are 
many  exceptions.  The  liability  may  persist  for  years, 
and  it  frequently  does  not  commence  until  after  the 
secondary  stage. 

When  herpes  occurs  in  the  mouth  it  is  a much  more 
serious  affair  than  when  on  the  penis  or  vulva.  A 
larger  surface  may  be  involved,  and  deeper  ulcers  may 
be  produced.  The  sores  are  often  very  painful,  and  when 
the  fauces  are  affected  swallowing  may  be  difficult. 
The  limitation  to  one  side  is  the  distinguishing  feature, 
and  by  attention  to  this  point  not  a few  sore  throats 
after  syphilis,  for  which  quite  uselessly  mercury  or 
iodides  are  prescribed,  might  be  recognised  as  herpetic 
and  cured  by  quinine  or  arsenic.  I have  seen  many 
examples  of  herpetic  pharyngitis,  but,  not  having 
preserved  any  portrait  of  the  affection,  I may  refer 
my  readers  to  the  excellent  “ Atlas  of  Syphilis  ” pub- 
lished by  Dr.  Chotzen.  This  atlas,  which  is  a mine 
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of  pictorial  wealth  for  the  student  of  syphilis,  gives 
in  Plate  59  an  excellent  illustration  of  unilateral 
herpetic  eruption  on  the  pillars  (both)  of  the  fauces. 
On  the  right  side  both  anterior  and  posterior  pillars 
are  covered  with  small  sores,  which  approach  the 
middle  line  at  the  base  of  the  uvula,  but  do  not  pass 
it.  There  is  not  a single  sore  on  the  other  side.  The 
right  half  of  the  uvula  itself  is  deeply  congested, 
whilst  the  other  is  normal.  The  conditions  are  described 
as  plaques  papulosce  infiammatce  ad  arcus  palati 

In  certain  cases  herpetic  manifestations  may  occur 
simultaneously  on  several  parts.  When  this  happens 
the  parts  affected  are  usually  on  the  same  half  of  the 
patient’s  body.  Of  this  I may  relate  as  an  example  a 
case  in  which  the  penis,  the  throat,  and  probably  the 
urethra  were  affected  together,  the  throat  condition 
being  exactly  like  that  displayed  in  Dr.  Chotzen’s  plate. 

Herpes  oil  the  site  of  a eliaucre  on  skin  of 
penis  and  simultaneously  on  one  tonsil  and  in 
the  urethra,  one  year  after  syphilis. — In  the  case 

of  Mr.  I had  prescribed  for  primary  syphilis  in 

April  of  1898,  and  with  such  success  that  he  had  no 
secondary  symptoms  whatever.  The  sore  was  in  the 
skin  of  the  penis,  and  was  definitely  indurated.  He 
had  also  hard  glands  in  the  groin.  He  was  slightly 
salivated  more  than  once,  and  at  times  left  off  his  pills. 
With  intermissions,  however,  he  continued  them  until 
he  came  to  me  a second  time,  rather  more  than  a year 
after  his  first  visit.  He  had  in  the  interval  been  under 
the  observation  of  his  family  surgeon. 

His  second  visit  was  on  May  5,  1899,  and  the  reason 
for  it  was  that  another  sore  had  appeared  on  the  site 
of  the  original  one.  He  described  a group  of  little 
vesicles  on  the  skin  of  the  penis  which  in  the  course  of 
a few  days  broke  and  formed  an  irregular  crescentic 
ulceration,  about  the  base  of  which  there  wras  some 
oedema  and  slight  induration.  There  was  at  the  same 
time  some  soreness  in  the  urethra,  and  micturition  was 
attended  by  smarting.  Exactly  at  the  same  date  that 
the  sores  appeared  on  the  skin  of  the  penis  and  the 
irritation  in  the  urethra,  his  throat  also  became  sore. 
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It  was  about  nine  days  before  I saw  him  that  these 
three  affections  appeared  simultaneously.  I found  his 
right  tonsil  and  adjacent  pillars  of  fauces  swollen  and 
covered  with  discrete  small  ulcers.  These  ulcers  were 
made  conspicuous  by  white  secretion  on  their  surface, 
and  they  were  arranged  in  lines  exactly  like  those  of 
herpes.  There  was  no  trace  of  inflammation  on  the 
other  side  of  the  throat.  The  sore  on  the  penis  was  on 
its  right  side,  and  so  also  the  tonsillitis. 

I could  make  no  doubt  that  both  were  herpetic  in 
their  nature,  and  it  seemed  a fair  inference  that  there 
were  herpetic  vesicles  in  the  urethra  also.  No  definite 
rigor  had  preceded  the  outbreak,  but  the  patient  stated 
that  he  had  not  of  late  been  feeling  quite  well.  He 
had  no  other  symptoms  of  syphilis. 

In  connection  with  this  case  a few  words  may  be 
said  as  to  urethral  herpes.  Herpetic  vesicles  at  the 
meatus  are  not  uncommon,  and  under  the  irritating 
influence  of  the  urine  they  not  infrequently  become 
troublesome  sores.  There  are  other  less  common  cases 
in  which  soreness  is  experienced  in  lower  tracts  of  the 
urethra,  micturition  is  attended  by  smarting  pain, 
and  there  may  be  a certain  small  amount  of  discharge. 
The  discharge  never  simulates  that  of  a gonorrhoea, 
and  the  patient  usually  locates  the  smarting  at  one 
definite  spot.  When  such  symptoms  occur  in  a patient 
liable  to  herpes  on  other  parts — and  especially  if  the 
symptoms  begin  suddenly,  are  quickly  cured,  and  show 
tendency  to  recurrence — the  diagnosis  of  urethral  herpeB 
seems  justified. 

Herpes,  as  I have  said,  may  occur  on  the  genitals 
of  either'  sex  quite  independently  of  any  venereal 
cause,  and  if  it  has  occurred  once  it  is  very  prone 
to  occur  again.  It  is,  I think,  very  seldom  seen 
before  puberty,  and,  in  those  liable  to  it,  it  often 
appears  to  follow  directly  on  nocturnal  emissions  or 
sexual  intercourse. 

Although,  however,  it  is  to  be  admitted  that  those 
who  have  never  suffered  from  syphilis  are  liable 
to  recurrent  herpes,  yet  it  is  certain  that  those 
who  have  so  suffered  are  infinitely  more  prone  to  it. 
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In  syphilitic  subjects,  further,  herpes  is  often  much 
more  severe  than  in  others.  Its  sores  may  last  longer 
and  become  much  larger  than  thejr  would  in  others,  or 
some  of  the  vesicles  may  heal  and  others  may  persist, 
and  thus  it  may  become  by  no  means  easy  to  distinguish 
herpetic  sores  from  non-indurated  chancres.  Since 
they  very  frequently  follow  intercourse,  the  patient  will 
often  give  a misleading  historjr.  There  is  yet  another 
fallacy  which  occasionally  occurs,  for,  in  the  careless, 
the  existence  of  partly  healed  herpes  may  facilitate  the 
implantation  of  the  syphilitic  virus,  and  thus  a true 
chancre,  or  a whole  group  of  chancres,  may  follow  what 
was  in  the  first  instance  herpes. 

In  both  sexes  herpes  on  the  genitals  often  leads  to  a 
suspicion  of  syphilis  where  none  is  present.  In  men  it 
is  not  usually  difficult  to  make  the  diagnosis,  but  in 
women — who,  as  a rule,  never  seek  advice  unless  the 
eruption  is  exceptionally  severe,  and  in  whom  there  is 
not  often  any  history  of  previous  attacks — there  is  not 
infrequently  need  for  great  care.  I have  seen  many 
such  cases,  in  which  much  family  distress  had  been 
caused  by  the  premature  expression  of  a diagnosis 
which  proved  erroneous.  The  surgeon  must  be  on  his 
guard  against  allowing  the  region  affected  to  influence 
his  judgment  as  to  the  nature  of  the  disease;  and  he 
must  keep  in  mind  that  herpes  is  occasionally  attended 
by  spots  of  gangrene,  which  assume  a very  formidable 
aspect  and  produce  deep  ulcers  that  will  heal  only 
slowly.  Good  delineations  of  herpes  preputialis  and 
herpes  pudendalis  are  given  in  Kaposi’s  “ Hand-Atlas,” 
Plates  94  and  95.  The  ulceration  which  occurs  in  severe 
herpes  may  sometimes,  in  predisposed  syphilitic  sub- 
jects, take  on  phagedsenic  action.  It  is  not  improbable 
that  many  of  the  cases  of  phagedsenic  destruction  of 
the  soft  palate  and  adjacent  structures  originate  in 
herpes  rather  than  in  guramata.  These  cases  usually 
set  in  quite  suddenly  without  any  recognised  stage 
of  tumefaction,  and  are  at  the  beginning  attended  by 
much  pain. 

It  is  to  be  understood  that  herpetic  attacks  may 
occur  in  any  stage  of  syphilis,  and  that  while  most 
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common  during  the  first  few  years,  they  may  be  met 
with  after  very  long  periods.  Recurring  attacks  on 
the  buttocks,  perineum,  or  upper  parts  of  thighs  are 
not  uncommon  in  cases  of  tabes.  In  a case  of  which  the 
full  particulars  are  given  in  my  Archives  (vol.  ix., 
p.  367,  Case  xci.),  a man  who  had  been  cured  of  syphilis 
by  the  late  Mr.  Henry  Lee  contracted  a fresh  infection 
ten  years  later.  Two  years  after  the  second  attack  he 
became  liable  to  recurring  herpes  on  the  penis  and  to 
very  troublesome  herpetic  sore  throats.  He  was  at  this 
time  in  good  general  health,  and  his  -wife  had  borne 
him  a healthy  child. 

Amongst  the  conditions  occurring  in  the  mouth 
during  the  secondary  stage  of  syphilis  are  the  well- 
known  punched-out  ulcers,  sometimes  designated 
“ mucous  patches.”  These  often  occur  in  groups,  and 
often  with  very  definitely  unilateral  arrangement. 
Their  most  frequent  site  is  the  inner  surface  of  the 
lower  lip,  but  they  may  be  seen  in  the  buccal  pouches, 
on  the  gums,  or  on  the  tongue.  Mercury  not  infre- 
quently comes  under  suspicion  as  their  cause,  and  they 
are  certainly  not  curable  by  its  continued  use.  I much 
suspect  that  these  sores  are  often  of  nerve  causation, 
and  belong  to  the  herpes  group.  Good  delineations  of 
them  may  be  found  in  Chotzen’s  “ Atlas,”  and  indeed  in 
every  collection  of  plates  illustrating  syphilis,  for  they 
are  very  conspicuous  and  well-characterised  phenomena. 
The  use  of  quinine  or  arsenic  is  always  indicated  when 
they  occur. 

Herpes  on  tlio  tongue  during  tlie  primary  stage 

of  syphilis — In  the  case  of  Major  an  herpetic 

eruption  limited  to  one  side  of  the  tongue  occurred  in 
the  third  month  of  syphilis  and  whilst  an  indurated 
chancre  at  the  base  of  the  frsenum  was  still  present. 
The  sores,  which  were  very  painful,  healed  in  the 
course  of  a week,  but  ten  days  later  a similar  patch 
appeared,  in  exact  symmetry,  on  the  other  side  of  the 
tongue. 

Recurring  attacks  of  herpes  in  the  throat. — 

On  July  13  I wrote  in  my  notes  of  the  case  of  a young 
man  who  was  in  his  second  year  of  syphilis  : “ He  is 
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quite  well  of  all  symptoms,  excepting ' liability  to 
herpetic  sores  on  tonsils,  which  come  and  go.” 

On  December  6 of  the  same  year  this  diagnosis  as  to 
the  throat  was  confirmed  by  his  coming  again.  He  had 
in  the  meantime  been  free  and  had  gained  several 
pounds  in  weight.  He  said  that  he  had  caught  cold  a 
fortnight  previously,  and  that  his  sore  throat  had  come 
again.  He  had  no  other  symptoms.  It  was  the  left 
side  of  his  throat  which  alone  was  affected.  It  had  been 
very  painful.  There  was  a deep  ulcer  in  the  left  tonsil 
with  much  congestion  of  the  parts  around  it,  but  I was 
told  that  the  condition  was  already  improving.  He 
was  taking  a pill  containing  mercury  with  two  grains 
of  quinine  three  times  a day,  and  I advised  him  to 
continue  it  with  the  addition  of  arsenic.  In  the  early 
stage  his  throat  had  been  severely  affected  on  both 
sides. 


CHAPTER  XIV 


SYPHILIS  ACQUIRED  BY  THE  SUBJECTS  OF 
INHERITED  TAINT 

Is  syphilitic  inheritance  in  any  degree  protec- 
tive!— The  opinion  has  been  expressed  that  syphilis 
becomes  milder  in  communities  in  which  it  has  long 
been  present.  It  is  reputed  to  have  become  in  Portugal 
a much-enfeebled  malady  from  this  cause.  An  English 
physician  practising  there  has  expressed  his  belief  that 
owing  to  habitual  neglect  of  efficient  treatment  the 
whole  community  has  become  influenced.  We  know  that 
this  law  of  transmitted,  partial  immunity  prevails  in 
the  other  specific  fevers.  If  small-pox  be  introduced 
to  a new  soil,  it  is  far  more  severe  and  more  fatal 
than  when  it  occurs  in  a community  which,  through 
many  generations,  has  been  accustomed  to  its  preva- 
lence ; so  also  with  measles  and  scarlet  fever.  There 
is  an  excellent  chapter  on  this  division  of  our  subject 
in  Mr.  Lee’s  “ Lectures  on  Syphilis.” 

I believe  that  I was  the  first  to  record  instances 
in  which  the  subjects  of  inherited  syphilis  in  a severe 
form  subsequently  became  affected  by  acquired  venereal 
sores.  Indeed,  prior  to  the  period  1850  to  1860  it  had 
not  been  possible  to  recognise  those  adults  who  had 
suffered  from  inheritance.  I published  in  the  British 
Medical  Journal  for  September  21,  1861,  several  cases 
in  which  the  subjects  of  inherited  syphilis  contracted 
primary  sores.  In  some  of  these  no  secondary  symptoms 
followed.  This  negative  fact,  however,  proves  nothing, 
since  we  frequently,  in  those  who  have  not  inherited  any 
taint,  witness  the  occurrence  of  non-infecting  chancres. 
It  would  require  the  collection  of  an  extensive  series  of 
cases,  much  larger  than  that  which  I was  able  to  get 
together,  to  justify  the  creed  that  the  inherited  taint 
is  in  any  degree  a protection  against  the  acquisition  of 
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the  disease.  That  it  is  not  wholly  protective  is  made 
certain  by  cases  about  to  be  given.  More  recently 
similar  facts  have  been  published  by  others. 

Some  of  the  cases  referred  to  I may  here  quote. 


Heredito-syphilis  with  clear  history ; gonorrhoea  and  super- 
ficial sores;  no  secondary  symptoms. — Richard  , a lad  of 

nineteen,  had,  prior  to  1858,  been  under  my  observation 
for  several  years  on  account  of  nodes,  keratitis,  etc.,  the 
results  of  inherited  taint.  His  mother  had  also  been  under 
treatment  for  tertiary  symptoms,  and  she  gave  me  a clear 
history.  The  boy  had  suffered  severely  in  infancy.  At 
length  (1858)  he  one  day  applied  at  the  hospital  on  account  of 
gonoi’rhoea  and  superficial  sores,  with  much  swelling  of  the 
prepuce.  None  of  the  sores  became  indurated.  He  was  treated 
solely  by  local  remedies,  and  no  secondary  symptoms  occurred. 
He  was  under  my  care  at  the  Metropolitan  Free  Hospital.  I 
saw  him  frequently  during  the  next  few  years,  and  am  certain 
that  he  never  had  any  constitutional  symptoms. 

It  is  to  be  remembered,  respecting  communities  which 
appear  to  have  acquired  tolerance  as  regards  syphilis, 
that  carelessness  about  it  and  very  excessive  prevalence 
may  tend  rather  to  diminish  than  to  increase  the  risks 
of  inheritance.  In  such  communities  a great  many 
children  contract  the  disease,  and,  as  long  intervals 
must  elapse  before  marriage,  they  are  almost  wholly 
secure  against  the  risk  of  fresh  acquisition  and 
transmission.  This  risk  becomes  greatest  where  the 
disease  is  seldom  contracted  excepting  by  those  of 
marriageable  age.  In  Fiji  it  is  said  that  a large  pro- 
portion of  the  community  have  passed  through  syphilis 
in  childhood,  their  parents  regarding  it  as  better  that 
they  should  get  it  over  young.  Hence  but  little  risk 
of  parental  transmission. 

History  of  syphilis  in  hotli  parents  six  years 
before  birtli  of  the  patient;  slight  infantile 
symptoms;  acquired  syphilis  at  the  a^c  of 
twenty;  constitutional  sequelae;  interstitial  ke- 
ratitis; teeth  ami  physiognomy  presenting  no 
peculiarities. — In  the  following  case  an  attack  of 
interstitial  keratitis  occurred  to  a young  man  who 
certainly  inherited  syphilis,  and  who  had  also  passed 
through  an  attack  of  acquired  disease.  It  is  impossible 
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to  say  with  certainty  to  which  of  the  infections  the 
keratitis  was  due.  It  is,  however,  most  probable  that 
it  was  in  connection  with  the  inherited  taint. 

E.  , aged  twenty-one,  was  admitted  under  my  care  on 

July  6,  1863.  His  right  cornea  was  inflamed,  but  he  stated  that 
this  condition  had  followed  an  injury  from  dust  a fortnight  be- 
fore. The  cornea  was  diffusedly  opaque,  and  the  eye  very  irrit- 
able. I prescribed,  at  first,  tonics  and  opium  fomentations,  being 
misled  by  his  erroneous  statement  that  he  had  had  lime  in  it. 
On  the  20th  I recognised  iritis  in  slight  degree,  and  the  dotted 
condition  of  the  cornea,  taken  with  the  slight  inflammation  of  the 
iris,  presented  an  appearance  similar  to  what  used  to  be  called 
“ aquo-capsulitis.”  Iodide  of  potassium  was  now  prescribed. 
In  the  middle  of  August  the  left  cornea  began  to  inflame.  At 
this  time  the  right  cornea  was  so  opaque  that  it  was  impossible 
to  inspect  the  iris,  and  it  presented  exactly  the  conditions  of 
syphilitic  keratitis.  His  physiognomy  did  not  suggest  here- 
ditary syphilis.  It  is  true  his  skin  was  pale  and  of  bad  colour, 
but  his  nose  was  narrow  and  had  a very  high  bridge,  and  his 
teeth  were  perfect  in  form,  size,  and  colour.  In  making  in- 
quiries as  to  his  history,  he  mentioned  that  his  mother  had 
suffered  in  her  eyes,  and,  thinking  that  some  light  might 
perhaps  be  obtained  in  respect  to  his  own  diathesis,  I requested 
that  she  should  attend. 

The  mother's  history. — On  August  27  the  mother  attended  with 
her  son,  and  brought  with  her  one  of  Sir  W.  Bowman’s  out- 
patient letters.  From  notes  on  the  latter  I found  that  iridec- 
tomy for  sypechise  and  relapsing  iritis  had  been  performed  six 
years  ago.  She  had  obtained  great  benefit  from  the  operation. 
There  were  still  bands  of  synechiae  in  the  lower  part  of  the 
pupil.  The  original  attack  of  iritis  had  occurred  twenty-five 
years  ago.  She  told  me  without  reserve  the  whole  history 
of  her  troubles.  Her  husband  had  been  a most  dissolute  man. 
had  frequently  suffered  from  venereal  diseases  himself,  and  had 
several  times  communicated  sores  to  her.  Her  worst  attack 
was  when  the  iritis  occurred,  at  which  time  she  had  a very  free 
rash.  Several  of  her  children  had  died  of  “the  disease.”  Our 
patient  was  one  of  her  younger  children,  and  was  born  six  or 
seven  years  subsequently  to  his  mother’s  contamination.  The 
three  infants  preceding  him  had  all  died.  In  infancy  he  suf- 
fered from  a rash,  and  was  treated  by  Dr.  Rees,  who  referred 
it  to  venereal  taint.  After  infancy  he  had  fair  health  until 
about  the  age  of  fifteen,  when  his  left  eye  inflamed. 

History  of  the  acquired  disease. — The  patient  had  been  under 
my  care  for  gonorrhoea  four  years  before,  and  since  then  had 
been  much  exposed  to  risk.  A year  previously  he  appeared  to 
have  had  true  syphilis.  He  did  not  recollect  a chancre,  but  said 
that  he  had  a copious  scaly  rash  and  a bad  sore  throat.  These 
lasted  for  three  months  or  more.  The  surgeon  who  treated  him 
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told  him  it  was  syphilis,  and  gave  him  mercury  to  salivation. 
He  still  had  the  remains  of  a papular  rash  on  his  chest  when 
I saw  him. 

We  may  note,  as  a very  interesting  point,  that  this 
attack  of  interstitial  keratitis  occurred  about  ten 
months  after  the  outbreak  of  acquired  disease,  but  we 
must  also  bear  in  mind  that  there  was  a history  of 
inflammation  in  one  eye  several  years  before. 

Heredito-syphilis ; acquired  disease ; several  non-indurated 
sores  with  suppurated  bubo ; no  constitutional  symptoms. — 

E.  , aged  twenty,  came  under  my  care  at  the  London 

Hospital  in  1859,  on  account  of  primary  sores.  There  was  a 
large  xxlcer  which  had  destroyed  the  fraexxum,  and  several  small 
circxxlar  ones  on  the  sxxrface  of  the  glans,  and  on  the  roll  of  the 
prepuce  close  to  the  corona.  None  of  the  sores  were  indxxrated. 
In  the  right  groin  was  an  ulcerated  bubo  with  livid,  xxnder- 
mined  edges.  He  had  had  the  sores  for  nearly  two  moixths,  and 
had  taken  mercxxry.  There  were  no  constitutional  symptoms. 
The  interest  of  his  case  belonged  to  the  circumstance  that  he 
was  evidently  the  sxxbject  of  inherited  taint  in  a severe  form. 
He  had  sxxffered  from  ixxterstitial  keratitis  ixx  both  eyes,  and 
both  cornese  were  still  hazy.  The  right  iris  was  adherent  at 
its  pupillary  edge,  and  this  eye  had,  he  said,  beeix  defective 
from  infancy.  The  keratitis  occurred  when  he  was  ten  years 
old.  His  teeth  presented  the  typical  malformation  ; his  nose 
was  flattened,  and  large  radiating  cicatrices  extended  from  the 
angles  of  his  moxxtlx.  He  stated  that  he  was  the  oldest  in  the 
family  now  living.  A sister,  who  was  older,  died  of  consumption 
at  the  age  of  twenty-one ; she  had  always  been  ailing,  and  had 
sxxffered  for  long  from  “bad  eyes.”  A brother,  a year  yoxxnger 
than  himself,  is  now  the  subject  of  “bad  eyes,”  and  under  care 
at  Moorfields. 

I had  this  patient  under  observation  for  several  weeks, 
dxxring  which  he  got  nearly  well  of  the  local  disease.  No 
constitxxtional  symptoms  occurred. 

Heredito-syphilitic  stigmata  well  marked:  primary  sores 

acquired  at  adult  age ; mercurial  treatment ; no  constitutional 
symptoms. — In  this  case  the  patient,  besides  being  obviously  the 
sxxbject  of  inherited  syphilis,  had  also  suffered  from  acqxxired 
sores.  It  did  not  appear,  however,  that  he  had  had  any 
constitxxtional  symptoms  from  the  latter ; and  the  history 
made  it  clear  that  the  attacks  of  inflammation  of  the  eyes  were 
dependent  xxpon  the  inherited  taint,  rather  than  the  acquired 
one.  As  he  was  not  under  my  care  dxxring  the  prxnxary 
disease,  I am  xxnable  to  state  the  exact  natxxre  of  the  sore. 

Two  cases  in  which  the  subjects  of  inherited  taint  suffered 
severely  from  acquired  disease;  phagedsena  of  the  chancre,  and 
rupial  sores  on  the  skin. — Case  1. — A young  man  of  severely 
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deformed  visage,  and  with  typical  teeth,  came  to  me  at  the 
Metropolitan  Free  Hospital  on  account  of  acquired  syphilis. 
He  had  suffered  from  keratitis  some  years  before.  The  chancre 
had  existed  for  two  months,  and  it  was  probable  that  he 
had  taken  mercury.  The  sore  had  now  become  inflamed 

and  deeply  ulcerated,  almost  pliagedaenic.  On  the  skin,  in 
various  parts,  were  scattered  sores  of  ectliymatous  character, 
almost  rupial.  These  were  not  numerous.  I prescribed  iodide 
of  potassium,  but  soon  afterwards  lost  sight  of  the  patient, 
and  cannot  report  the  result.  The  sore  when  I saw  it  was 
so  much  inflamed  that  it  was  difficult  to  say  whether  or  not 
it  had  been  indurated  in  the  first  instance. 

Case  2. — J.  , aged  twenty-two,  was  of  a physiognomy 

so  marked  that  but  a glance  was  required  to  identify  his 
diathesis.  His  teeth  were  notched,  and  he  had  had  keratitis. 
He  was  admitted  with  deep  ulcers  on  various  parts,  two  of 
them  extending  down  to  bone,  one  in  the  clavicle,  and  one 
over  the  spine  of  the  right  scapula.  Some  of  the  ulcers  were 
like  those  of  ecthyma.  At  first  sight  we  attributed  these  to 
his  inherited  taint ; but  he  put  us  right  by  saying  that  they 
had  followed  “the  disease,”  which,  it  appeared,  he  had  con- 
tracted about  three  months  before. 

Under  treatment,  by  iodides  chiefly,  he  soon  recovered,  but 
a portion  of  bone  was  exfoliated  from  the  scapula. 

These  cases  and  others  clearly  prove  that  not  only 
is  it  possible  for  the  subjects  of  inherited  taint  to  con- 
tract the  disease  anew,  but  also  that  they  may  suffer 
with  unusual  severity.  In  three  which  I have  mentioned 
the  eruption  was  a form  of  rupia.  It  is  even  probable 
that  inheritance  modified  and  intensified  the  action  of 
the  acquired  disease. 

Acquired  syphilis  in  a man  who  had  suffered  from  the 
inherited  form. — The  patient,  a surgeon,  aged  thirty-two,  told 
me  that  his  father,  who  was  also  a surgeon,  had  informed  him 
that  he  had  suffered  from  inherited  taint  in  infancy.  There 
was  a history  of  interstitial  keratitis,  and  it  was  added  that  a 
younger  brother  had  also  suffered  from  the  latter,  and  that 
this  brother  showed  characteristic  teeth. 

This  patient  suffered  severely  from  his  acquired  disease. 
He  had  contracted  the  chancre  in  September,  and  I saw  him 
in  February,  when  it  was  still  indurated  in  a very  marked 
degree,  and  threatening  pliagedaena.  He  was  covered  by  a 
syphilitic  eruption. 


CHAPTER  XV 


THE  RESULTS  OF  SYPHILIS  CONTRACTED 
DURING  PREGNANCY 

The  escape,  or  apparent  escape,  of  the  foetus  in 
circumstances  of  great  ostensible  danger  is  sometimes 
very  extraordinary.  To  those  who  hold  that  a mother 
who  contracts  syphilis  during  pregnancy  cannot  infect 
her  foetus,  the  following  narrative  will  appear  only 
according  to  rule,  and  will  afford  a confirmation  of 
their  scepticism.  To  those  who  think  otherwise,  it  is 
a somewhat  remarkable  and  exceptional  fact. 

Severe  syphilis  in  n pregnant  mother;  mer- 
curial treatment;  child  free  from  symptoms  in 
infancy  and  remaining  so  in  adult  life. — I saw, 

many  years  ago  (1878),  with  Mr.  S , a young  widow 

who  was  pregnant  with  her  first  child.  The  disease  was 
from  her  husband,  who  was  just  dead.  She  had  a 
copious  eruption  and  a very  bad  throat.  We  gave  her 
mercury  in  one-grain  doses  of  grey  powder.  This  was 
in  the  beginning  of  June,  and  she  was  confined  in  the 
end  of  August.  Her  child,  a strong  and  remarkably 
fine  girl,  never  showed  a symptom.  The  mother  suckled 
the  child  for  four  months,  during  which  time  she  was 
taking  mercury.  Since  then  she  (the  mother)  has  never 
needed  treatment.  I operated  on  her  for  piles  in 
October,  1885,  eight  years  after  her  misfortune,  and 
she  then  had  not  the  slightest  indication  of  remaining 
syphilis.  I then  saw  her  child,  and  found  her  quite 
healthy. 

In  this  case  the  child  was  carefully  watched  by 

Mr.  S from  the  time  of  its  birth,  and  no  single 

symptom  of  syphilis  was  ever  seen. 

It  will  be  observed  that  neither  parent  had  syphilis 
at  the  date  of  the  child’s  conception.  The  husband 
contracted  it  after  marriage,  whilst  abroad,  and  gave 
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it  to  his  wife  when  she  was  six  months  advanced  in 
pregnancy.  She  had  a very  severe  attack,  and  was 
only  just  losing  her  rash  when  the  child  was  born. 
In  explanation  of  the  child’s  immunity  it  may  be 
suggested  that  the  foetus  was  influenced  by  the  mercury 
given  to  the  mother  both  during  pregnancy  and 
lactation. 

Both  mother  and  daughter  have  been  recently  under 
my  observation.  The  latter  is  married  and  has  children 
of  her  own,  and  as  she  has  never  during  thirty  years 
shown  any  traces  of  syphilis  it  may  be  presumed  that 
she  either  obtained  no  taint  during  her  mother’s  illness, 
or,  what  is  more  probable,  that  the  mercurial  course 
was  efficient  in  its  cure. 

Syphilis  contracted  in  the  second  month  ol 
pregnancy;  periostitis  and  nenro-retinitis,  with 
convulsions,  etc.,  in  the  infant. — As  a good  illus- 
tration of  several  important  points  as  to  the  clinical 
history  of  syphilis,  I may  offer  the  following  narrative  : 

A married  medical  man  contracted  a chancre  on  liis  finger 
in  November,  1882.  His  wife  was  at  the  time  two  months 
pregnant.  He  did  not  recognise  the  nature  of  his  disease  until 
his  rash  appeared.  Part  of  the  latter  was  on  his  genitals. 
In  January,  finding  what  was  the  matter,  he  desisted  from 
intercourse,  but  it  was  too  late,  and  his  wife  subsequently  had 
sore  throat  and  eruption.  She  suffered  rather  severely.  Her 
mercurial  treatment  began  in  March,  and  was  continued  until 
her  confineent  in  July.  The  child  was  born  at  full  time, 
apparently  healthy,  and  it  presented  neither  snuffles  nor  rash 
at  any  time.  When  six  weeks  old  its  ankles  and  wrists 
swelled,  and  were  very  painful  on  movement.  Under  mercurial 
inunction  this  passed  away,  and  there  was  never  any  return  of 
bone  tenderness.  When  it  was  three  months  old  a very  severe 
and  nearly  fatal  attack  of  convulsions  occurred,  attended  by 
furred  tongue  and  fever.  A divergent  squint  resulted.  Iodide 
of  iron  was  now  used,  and  recovery  ensued.  At  six  months,  how- 
ever, a similar  fit  occurred,  again  attended  by  fever,  and  after 
it  the  divergence  was  substituted  by  convergence.  For  some 
time  “it  seemed  as  if  the  child  were  almost  blind.”  Under 
mercurial  inunction  and  iodide  of  iron,  recovery  again  ensued, 
and  the  sight  was  regained;  the  squint,  however,  remained 
permanent.  At  the  age  of  two  (when  I first  saw  the  child) 
she  was  fairly  well  developed,  could  walk  and  talk,  and  showed 
nothing  peculiar  in  physiognomy,  but  had  a strongly  con- 
vergent squint  of  right  eye.  She  appeared  to  see  fairly  with 
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both  eyes,  but  there  were  evidences  of  past  neuro-retinitis  in 
both.  Both  as  regards  physical  and  mental  development  she 
was  probably  below  her  age. 

To  go  back  to  the  history  of  the  parents : The  mother,  who 

took  mercury  during  the  latter  half  of  her  pregnancy,  and  for 
two  months  afterwards,  but  not  very  regularly,  recovered  so 
well  that  when  I saw  her  two  years  later  she  appeared  to  be 
in  excellent  health,  and  had  never  had  any  reminders.  The 
father,  who  had  had  a much  longer  course,  extending  over  more 
than  a year,  remained  ever  afterwards  liable  to  a dry  ser- 
piginous eczema  on  the  scrotum,  which  was  easily  cured  by 
mercury,  whether  given  internally  or  applied,  as  white 
precipitate,  externally.  He  was  in  good  health,  and  in  all 
other  respects  free  from  reminders. 

Thus  we  have  a case  in  which  an  infant,  whose  mother  had 
taken  mercury  during  the  last  half  of  pregnancy  (and  in 
sufficient  doses  to  procure  in  herself  a good  cure),  presented 
early  indications  of  periosteal  syphilis,  and  subsequently  of 
implication  of  the  nervous  system. 

Primary  syphilis  contracted  daring  the  late 
months  of  pregnancy;  a mild  attack  in  the 
infant;  no  constitutional  symptoms  in  the 
mother;  the  five  following  conceptions  diseased; 
mother  apparently  in  good  health. — Mrs.  — 
brought  me  an  infant,  aged  three  months,  covered  with 
a syphilitic  papular  rash,  but  well-grown  and  thriving. 
This  was  in  December,  1866.  My  chief  reason  for  re- 
lating the  case  is  to  illustrate  the  absence  of  relation 
between  the  severity  of  the  symptoms  in  parents  and 

in  offspring.  Mrs.  herself  appeared  to  be  in  robust 

health,  and  was  a remarkably  fine-looking  woman. 
She  had  borne  a large  and  healthy  family.  None  of 
her  infants  before  the  present  one  had  presented  a 
single  symptom.  Her  account  made  it  probable  that 
both  she  and  her  husband  had  suffered  from  primary 
syphilis  just  before  her  last  confinement.  Her  own 
symptoms  had,  however,  been  ill-marked.  She  had  had 
a profuse  discharge  and  much  vaginal  irritation,  and 
after  delivery  a large  bubo  in  one  groin.  The  bubo 
did  not  break.  She  did  not  recollect  any  rash  or  sore 
throat,  nor  had  she,  when  I saw  her,  a single  symptom. 

Dr.  A , who  had  seen  the  infant,  had  told  her 

the  cause  of  its  symptoms.  I treated  the  child  with 
mercury,  and  it  got  quite  well  quickly. 
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In  1867,  Mrs.  had  a premature  dead-birth. 

She  herself  still  remained  in  excellent  health,  and  her 
husband,  though  delicate,  was  free  from  symptoms. 

In  December,  1868,  Mrs.  brought  another  infant 

to  me.  It  was  two  months  old,  and  had  a syphilitic 
rash  on  neck,  face,  and  buttocks.  It  improved  rapidly 

under  iodide  of  potassium  and  mercury.  Mrs.  

herself  was  florid  and  in  vigorous  health.  She  re- 
ported the  child  first  treated  to  have  remained  quite 
well  ever  since  and  to  be  now  “ the  picture  of  health.” 

I last  saw  Mrs.  , with  her  fourth  child,  on 

February  21,  1870.  The  child,  a girl,  had  been  born 
healthy-looking ; at  the  age  of  a month  she  began  to 
snuffle,  but  did  not  show  the  rash  till  three  months  old. 
Her  thighs,  etc.,  were  covered  with  eruption;  there  was 
some  also  on  her  face.  She  was  much  wasted.  One  child 
which  I had  not  seen  had  died  with  severe  symptoms. 

It  will  be  seen  that  in  this  instance  both  parents  had 
suffered  from  primary  disease.  I do  not  know  what 
treatment  they  had  had.  The  mother  continued  to  bear 
syphilitic  children  for  at  least  four  years.  The  case, 
therefore,  gives  support  to  the  opinion  that  the  poison 
may  maintain  itself  in  women  much  longer  than  it 
usually  does  in  males. 

Syphilis  acquired  by  a pregnant  woman  in 

the  seventh  month  ; foetus  infected. — In  the  fol- 
lowing narrative  we  appear  to  have  an  instance  of 
syphilis  communicated  to  a wife  in  the  seventh  month 
of  her  pregnancy  and  passing  to  her  foetus. 

Mr.  , aged  forty-nine,  a married  man  who  had  two 

children,  contracted  a chancre  in  South  Africa.  He  returned 
home  in  October,  and  in  December  his  wife,  who  was  then 
pregnant,  had  sores,  and  swelling  of  inguinal  glands.  She 
was  examined,  and  the  diagnosis  of  syphilis,  made  at  that  time, 
was  subsequently  confirmed  by  an  eruption  on  the  scalp  and 
neck.  Mercury  was  given.  A child,  apparently  qtiite  healthy, 
was  born  in  January.  At  the  age  of  six  weeks  this  child  had 
an  eruption  and  other  symptoms  which  were  recognised  as 
specific.  Mercury  was  given,  and  the  infant  regained,  its 
health.  When  the  case  came  under  my  observation  the 
child  was  more  than  two  years  old,  and  was  apparently  in 
excellent  health  and  as  well-grown  as  either  of  the  others 
who  were  born  before  the  parental  disease. 
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I iiIIiicihc  of  a syphilitic  tortus  upon  a healthy 

mother. — It  is  unfortunately  a not  very  uncommon 
event  for  a man  who  has  suffered  from  syphilis  to 
marry  before  he  has  got  wholly  rid  of  his  disease. 
Under  such  circumstances  it  is  possible  that  he  may 
get  an  abrasion,  and,  if  this  happens,  he  will  prob- 
ably infect  his  wife,  and  she  will  have  a primary  sore 
and  its  usual  sequences.  This,  however,  but  rarely 
occurs,  and,  when  it  does  not,  no  ill  whatever  will 
accrue  to  the  wife  unless  she  becomes  pregnant.  It 
is  well  recognised  that  neither  the  semen  nor  any 
other  natural  secretion  will  infect,  even  under  long- 
continued  conditions  of  exposure.  It  is,  nevertheless, 
equally  well  established  that  this  same  semen,  wholly 
harmless  unless  fecundation  be  effected,  may  convey 
the  virus  to  the  ovum  which  it  fecundates,  and 
may  produce  in  it  specific  disease.  The  blood  of 
this  tainted  ovum  will,  throughout  its  uterine  life, 
come  into  contact,  in  the  placenta,  with  that  of 
the  mother.  It  may  be  granted  as  probable  that 
it  will  in  some  way  influence  it,  and  the  question  as 
to  the  kind  and  degree  of  this  poisoning  must  be 
determined  by  observation.  The  first  suggestion  which 
observation  supplies  to  us  undoubtedly  is  that  in  many, 
perhaps  a large  majority,  it  exercises  no  appreciable 
influence.  Wives  under  such  circumstances  remain  in 
usual  health  during  pregnancy,  and  bring  forth  in- 
fants which,  at  the  time  of  birth,  are  well-grown  and 
apparently  free  from  taint.  Such  infants  may,  how- 
ever, give  proof  that  they  have  not  really  escaped,  by 
exhibiting,  at  the  age  of  about  a month,  the  first  of  a 
series  of  symptoms  characteristic  of  syphilis  in  its 
secondary  (or  blood)  stage.  It  would  appear  that  aerial 
exposure  and  aerial  respiration  were  needed  by  the  para- 
site in  order  that  it  should  assume  activity.  In  these 
cases  the  infant  requires  the  specific  for  syphilis,  and 
under  its  influence  gets  rid  of  symptoms  and  regains 
good  health.  The  course  of  symptoms  is  usually  closely 
similar  to  that  witnessed  in  connection  with  the  disease 
when  acquired  through  a chancre.  There  are  first  cuta- 
neous eruptions  and  affections  of  the  mucous  surfaces, 
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and  subsequently  implications  of  the  bones  and  viscera. 
The  chief  difference  from  acquired  or  chancre-syphilis 
is  that  there  has  been  no  chancre,  and  that  the  virus 
has  been  quietly  developed  in  the  blood  from  something 
which  was  present  in  the  spermatozoa. 

We  must  return  to  the  wife,  now  a mother,  and  ask 
whether,  after  her  lying-in,  she  remains  as  wholly  free  to 
all  appearance  as  she  was  during  her  pregnancy.  Very 
frequently  she  docs  so,  but  an  exceedingly  important 
item  of  evidence  is  now  obtained  in  the  fact  that  she 
cannot  contract  the  disease  from  her  offspring.  Some 
other  woman  who  may  suckle  her  child  may  get  a 
chancre  on  the  nipple,  but  she  cannot.  She  has  acquired 
immunity,  although,  so  far  as  appearances  go,  she  has 
never  suffered.  It  is  clear,  therefore,  that  some  in- 
fluence has  been  exerted  on  the  maternal  blood  by  that 
of  her  infant,  tainted,  though  as  yet  revealing  nothing. 
Corroboration  of  this  inference  is  frequently  obtained 
later  on,  for  the  mother  may,  after  months  or  years, 
display  symptoms  which,  though  vague  and  ill  charac- 
terised, still  denote  syphilis.*  It  has  been  thought  that 
these  are  the  more  likely  to  occur  if  two  or  more  of 
such  pregnancies  have  been  encountered. 

Another  and  a different  class  of  facts  remains  to  be 
investigated.  It  is  by  no  means  always  that  a pater- 
nally infected  ovum  passes  through  its  intra-uterine 
life  without  manifesting  disease.  Whether  the  difference 
is  in  any  connection  with  the  stage  of  the  disease  in 
the  father  is  as  yet  uncertain,  but  unquestionably  in 
many  cases  the  ovum  gives  proof  of  disease  long  before 
its  birth,  f It  may  perish  at  any  period,  early  or  late, 

* It  is  true  that  of  late  years  much  industry  and  some  ingenuity  have 
been  zealously  devoted  to  the  attempt  to  invalidate  Colles’  well-known 
law.  It  has  been  alleged  that  nipple  chancres  are  rarely  seen  in  wet- 
nurses  and  that  they  are  not  absolutely  unknown  in  mothers.  The  fact, 
however,  that  thousands  of  mothers  are  exposed  to  the  risk  and 
exceedingly  few  wet-nurses,  whilst  all  the  accidents,  with  rare  and  very 
doubtful  exception,  occur  to  the  latter,  seems  to  be  conclusive. 

+ I may  confess  that  I do  not  feel  sure  of  my  ground  in  this  state- 
ment. It  may  be  the  fact  that  all  infants  which  show  disease  before 
birth  are  born  of  infected  mothers,  and  that  it  is  only  in  those  cases  in 
which  the  father  is  the  sole  source  of  the  disease  that  the  infants  are 
born  with  the  appearances  of  good  health. 
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in  pregnancy,  or  it  may  survive  to  full  term  or  near  it, 
and  then  be  born  covered  with  the  evidences  of  a 
specific  dermatitis  which  has  occurred  whilst  living  in 
the  womb  and  in  communication  with  the  maternal 
blood.  It  is  admitted  to  be  very  rare  for  a foetus  to 
survive  to  full  term  and  then  to  be  born  with  symptoms 
present,  but  such  cases  do  occur,  and  there  can  be  no 
doubt  that  many  die  at  earlier  periods.  It  may  be 
reasonably  suspected,  in  cases  in  which  the  disease 
assumes  activity  before  birth,  that  the  risks  to  the 
mother  will  be  somewhat  different  from  those  en- 
countered in  the  cases  which  we  have  been  considering. 
As  a matter  of  fact,  it  has  been  observed  on  all  hands 
that  many  mothers  who  are  bearing  syphilitic  children, 
without  having  themselves  suffered  from  chancre- 
syphilis,  do  not  escape  symptoms.*  It  may  be  doubtful 
whether  they  ever  show  the  ordinary  phenomena  of  the 
secondary  stage,  but  it  is  certainly  not  uncommon  for 
them  to  lose  health,  to  become  pale,  and  to  shed  their 
hair. 

* Diday  thought  that  he  had  frequently  seen  this  stage  in  full 
development  in  cases  in  which  there  had  been  no  chancre.  The  negative 
proof  of  the  latter  point  is,  however,  difficult. 


CHAPTER  XVI 


CASES  OF  PERSISTING  SYPHILIS 

Tendency  ol  syphilis  to  develop  in  successive 

outbreaks  — It  is  a question  of  some  interest  whether 
syphilis  has  any  tendency  to  develop  itself  by,  so  to 
speak,  a series  of  successive  waves.  It  is  certain  that 
we  do  observe  periods  of  very  sudden  and  acute  out- 
break, and  that  these  sometimes  follow  after  intervals 
of  complete  quiescence.  Such  facts  are  especially  noted 
during  the  development  of  the  secondary  phenomena; 
but  it  happens  every  now  and  then,  at  much  later 
periods,  that,  in  a patient  who  has  been  well  for 
years,  suddenly  new  symptoms  occur,  not  only  in  one, 
but  in  several  different  parts  of  the  body  at  once. 
This  is,  however,  infinitely  more  rare  than  are  the 
sudden  and  acute  recurrences  of  symptoms  which  we 
often  witness  during  the  first  year  of  the  disease.  The 
fallacy  which  besets  our  observations  on  this  point  is 
the  one  which  meets  us  at  all  turns  in  our  attempts 
to  study  the  natural  history  of  syphilis ; it  is  this, 
that  the  phenomena  may  be  connected  with  the  inter- 
mittent employment  of  antidotal  treatment.  The  worst 
cases  of  rupia  which  we  see  occur  usually  under  these 
conditions,  the  patient  having  been  cured  of  a first 
and  much  milder  outbreak  of  eruption,  and  then,  after 
an  interval  of  some  months,  becoming  the  subject  of  a 
more  severe  one. 

Antidotal  efficacy  of  mercury.— Respecting  the 
results  of  treatment  in  general,  I believe  I may  with 
truth  assert  that  I have  never,  in  any  single  case  of  late 
years,  seen  a severe  eruption  on  the  skin  develop  itself 
after  a mercurial  course  of  the  kind  recommended  had 
been  commenced.  It  is  a fact,  then,  that  the  remedy 
manifests  antidotal  power  in  that  it  can  not  only- 
remove,  but  anticipate  and  prevent,  by  far  the  most 
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conspicuous  manifestations  of  the  disease.  1 cannot 
make  so  strong  an  assertion  respecting  some  other  of  the 
symptoms  of  the  later  part  of  the  secondary  stage.  I 
have  seen  iritis,  and  neuro-retinitis,  occur  occasionally, 
and  even  with  some  severity,  in  cases  which  had  been 
well  treated ; and,  in  very  exceptional  instances,  I 
have  witnessed  disease  of  the  arteries  of  the  brain.  In 
a large  majority  of  cases,  however,  a six  months’  course 
of  small  doses  of  mercury  appears  to  be  adequate  to  the 
complete  and  permanent  cure  of  the  disease.*  No  re- 
lapses occur,  and  the  patient  remains  afterwards  in 
excellent  health,  f 

We  may  admit  that  it  is  a question  which  must  be 
left  open  for  future  accumulation  of  evidence,  whether 
the  antidotal  repression  of  the  secondary  stage  is 
influential  in  preventing  the  development,  after  long 
intervals,  of  tertiary  symptoms.  That  it  does  not  do 
so  always,  is  abundantly  proved.  I cannot  but  believe, 
however,  that  it  does  exercise  a very  powerful  influence 
in  that  direction,  and  that  the  diminishing  frequency 
and  severity  of  tertiary  disease  in  modern  times  is 
largely  due  to  more  efficient  treatment.  It  is  often 
matter  of  remark  that  those  who  suffer  seriously  after 
long  intervals  are  those  in  whom  the  early  symptoms 
were  exceptionally  slight,  and  treatment  in  consequence 
was  not  persevered  w.ith,  or  almost  wholly  omitted. 

In  urging  the  antidotal  efficacy  of  mercury  as  a 
fact  in  the  natural  history  of  syphilis,  I have  not  in 
the  least  wished  to  claim  undue  superiority  for  the 
special  mode  of  administration  which  I myself  employ. 
I do  not  doubt  in  the  least  that  the  advocates  of  other 
methods,  such  as  those  by  inunction  or  by  the  vapour 
bath,  can  produce  just  as  good  results.  The  essential 
point  seems  to  be  that  the  treatment  should  be  very 

* It  is  not  to  be  understood  that  I consider  a six  months’  course 
sufficient.  Far  from  it.  I am  here  simply  recording  the  results  of 
experience,  much  of  which  was  obtained  at  a time  when  such  a course 
was  considered  a long  one  aud  quite  adequate. 

+ I may  perhaps  be  permitted  a little  modest  self-congratulation  in 
the  fact  that  I have  always  upheld  the  claim  of  mercury  as  being  a true 
antidote  to  the  poison  of  syphilis.  We  now  know — what  was  formerly 
only  an  assumption— that  it  does  kill  the  parasite. 
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long  continued,  or,  if  not,  that  short  courses  should 
be  repeated  without  waiting  for  symptoms.  The  method 
which  I have  advocated  is,  however,  one  of  the  most 
convenient,  and  on  the  whole,  I believe,  the  best.  In 
all  it  is  a matter  probably  of  foremost  importance 
that  the  course  should  be  commenced  early. 

Case  in  which  mercury  always  cured  for  a 
time,  but  did  not  prevent  speedy  relapses.— The 
following  case  may  be  quoted  as  an  illustration  of  the 
difficulty  which  we  sometimes  encounter  in  permanently 
overcoming  the  symptoms  of  syphilis  by  mercury.  It 
was  not  one  of  those  in  wTiich  the  patient  showed  a 
resistance  to  the  influence  of  the  drug,  nor,  indeed,  one 
in  which  the  symptoms  resisted  it.  Over  and  over  again 
a complete  disappearance  of  symptoms  was  secured, 
but  with  the  same  disappointing  result  that  wrhen  the 
remedy  was  suspended  the  malady  came  back.  As 
usual,  however,  the  relapses  became  more  and  more 
mild  each  time,  and  it  seems  probable  that  a victory 
wras  in  the  end  obtained.  The  subject  of  the  case 
was  an  Italian  gentleman,  of  dark  complexion.  He 
came  to  me  in  March,  1885,  suffering  from  a lupoid 
psoriasis,  w'hich  was  scattered  with  partial  symmetry 
over  the  trunk  and  limbs.  He  had  also  large  peeling 
patches  in  the  palms.  On  the  backs  of  his  hands, 
fronts  of  knees,  and  tips  of  elbows  there  were  patches 
which  wrere  of  the  psoriasis  type,  whilst  those  in  his 
palms  showed  no  accumulation  of  epidermis,  but  simply 
peeling.  There  was  no  room  for  doubt  that  the  wffiole 
of  the  eruption  was  of  a syphilitic  nature,  for  it  had 
been  present  with  modifications  ever  since  the  primary 
disease  two  years  before.  During  the  w-hole  of  that 
time,  with  some  short  intermissions,  he  had  been  taking 
mercury  or  rubbing  it  in,  and  on  several  occasions  his 
mouth  had  been  made  sore.  He  had  been  throughout 
under  the  treatment  of  a surgical  friend.  As  so  much 
disappointment  had  resulted  hitherto,  I thought  it  a 
fair  case  to  recommend  for  the  Aix  treatment,  and 
accordingly  gave  him  an  introduction  to  a surgeon 
there.  I did  not  see  him  again  for  a year.  In  April, 
1886,  he  came  back  to  me,  saying  that  he  had  been 
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twice  to  Aix,  and  that  his  hands  were  as  bad  as  ever. 
During  the  year  he  had  made  nearly  two  hundred 
rubbings,  and  had  been  at  least  three  times  profusely 
salivated.  He  said  that  his  mouth  was  very  readily 
made  sore;  and  that  whenever  he  was  under  the  full 
influence  of  mercury  his  symptoms  disappeared,  but 
that  they  returned  again  directly  he  left  it  off.  He 
had  rubbed  in  not  only  at  Aix,  but  also  while  at  home. 
I found  that  his  complaint  as  to  being  no  better  was 
not  by  any  means  to  be  taken  literally.  The  patches 
in  the  palms  of  his  hands  were  still  troublesome,  but 
he  was  quite  rid  of  those  which  had  been  present  on  his 
body.  On  the  hands,  too,  the  disease  was  less  severe  than 
it  had  been.  There  were  three  or  four  patches  in  the 
palm  of  the  right  hand,  but  none  in  that  of  the  left. 

As  regards  the  Aix  treatment  in  general,  I may  here 
say  that  I have  seen  a great  many  cases  in  which  the 
symptoms  of  syphilis  have  relapsed  after  a temporary 
cure  by  inunction  as  practised  there.  I do  not  think 
that  as  regards  permanency  of  cure  the  inunction 
method  presents  any  special  advantages  over  others, 
nor  that  inunction  at  Aix  is  any  better  than  the  same 
plan  carried  out  at  the  patient’s  home.  It  must  be 
admitted,  however,  that  for  a certain  class  of  patients 
who  cannot  submit  to  systematic  treatment  at  home, 
there  are  great  advantages  in  a visit  to  Aix.  The  only 
objection  which  is  to  be  made  against  the  plan  there 
adopted  is  that  the  use  of  mercury  is  interrupted  instead 
of  continuous,  and  it  is  often  laid  aside  far  too  soon, 
the  patient  being  unwilling  or  unable  to  follow  the 
injunction  to  return  to  his  advisers. 

Tlic  power  of  mercury  in  preventing 
secondary  eruptions;  on  relapses  after  its  dis- 
use.— -It  is  very  seldom  indeed  that  there  is  any 
difficulty  in  keeping  the  skin  perfectly  clear  during 
the  secondary  stage  of  syphilis.  On  the  tonsils,  and 
sometimes  on  other  parts  of  the  lining  membrane  of  the 
mouth,  persisting  sores,  not  herpetic,  will  occasionally 
form;  and,  although  these  are  in  a general  way  amen- 
able to  an  increase  of  the  dose,  and  to  the  local  medica- 
tions, it  is  to  be  admitted  that  there  do  occur  occasional 
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cases  in  which  it  is  difficult  to  be  sure  that  the  supposed 
remedy  does  not  aggravate  the  disease.  In  a large 
majority  of  cases,  however,  in  which,  beginning  at  an 
early  period,  the  patient  is  put  through  a six  months 
course,  during  the  last  four  of  this  period  he  is  abso- 
lutely without  symptoms  and  apparently  in  excellent 
health.  If,  however,  at  the  end  of  the  six  months  the 
remedy  be  stopped,  in  many  cases  a very  remarkable 
proof  of  its  antidotal  efficacy  will  occur.  We  shall  find 
that  the  remedy,  and  the  remedy  alone,  had  held  the 
poison  in  inactivity.  For,  in  spite  of  the  long  period 
of  absolute  quiescence,  an  outbreak  of  symptoms  will 
occur  within  a few  weeks  of  its  suspension.  This  out- 
break is  usually  a very  mild  one,  but  is,  nevertheless, 
very  definite,  and  it  is  general.  As  a rule  it  takes  the 
form  of  an  erythematous  or  lichenoid  eruption,  occur- 
ring chiefly  on  the  trunk,  and  is  not  often  attended  by 
sore  throat  or  other  symptoms  Although  it  may  now 
and  then  be  papular,  I have  never  seen  it  approach  in 
severity  the  eruptions  wffiich  we  often  meet  with  in  cases 
that  have  not  been  treated.  It  is  always,  I believe,  very 
easily  amenable  to  mercury,  disappearing  in  the  course 
of  a few  days,  or  at  most  a week  or  two,  and  seldom 
recurring.  There  is,  however,  another  and  very  peculiar 
eruption  which  sometimes  persists  for  a long  time,  and 
recurs  over  and  over  again.  Reference  has  already 
been  made  to  this,  and  I have  been  in  the  habit  of 
speaking  of  it  as  the  “ after-bath  eruption.”  It  is 
a very  trivial  affair,  and  consists  chiefly  in  the  ap- 
pearance of  a number  of  faintly  marked  erythematous 
rings,  which  are  seen  only  on  sudden  exposure  of  the 
body  to  cold,  as  on  first  getting  out  of  bed,  and  especi- 
ally after  the  use  of  the  morning  bath.  Nine  out  of  ten 
patients  notice  them  only  under  the  latter  condition, 
and  they  generally  fade  away  almost  completely  after 
a few  hours.  These  rings  are  seen  most  frequently  on 
the  arms,  but  sometimes  on  the  trunk  and  thighs.  They 
are  unquestionably  syphilitic,  and  the  liability  to  them 
usually  ceases  on  recurrence  to  mercurial  treatment. 
They  are  seldom  or  never  attended  by  other  manifesta- 
tions of  the  disease. 
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Remarkable  persistence  of  syphilis  in  spite  of  very  efficient 
treatment ; an  attack  of  symmetrical  deafness  in  the  third  year, 
and  one  of  paraplegia  in  the  tenth. — A gentleman  of  distin- 
guished position  gave  me  the  following  history  of  his  syphilitic 
illness. 

He  consulted  me  first  in  July,  1876,  some  time  after  his 
paraplegia.  His  chancre  and  eruption  had  occurred  in  1865, 
when  he  was  twenty-nine.  He  was  treated  in  London  by  an 
able  specialist,  and  used  calomel  vapour  baths,  with  intervals, 
for  three  years.  In  1868  he  had  an  attack  of  almost  complete 
deafness,  with  noises  in  the  eai’s,  but  no  pain.  It  lasted  nearly 
three  months,  but  under  specific  treatment  got  finally  quite 
well.  In  the  next  year,  with  the  permission  of  his  advisers, 
he  married.  A still-born  but  fine  child  was  produced  a year 
later,  and  four  years  afterwards  a child  was  born  which  lived, 
but  which  had  to  take  mercury  for  specific  symptoms.  In  1873 
he  had,  during  hot  weather,  an  attack  of  diplopia,  which  again 
was  cured  by  specifics.  In  1874  there  was  an  ulcer  on  one  leg 
of  a suspicious  character,  and  in  1875  a second  attack  of 
diplopia,  which  lasted  longer  than  the  first.  It  was  whilst 
actually  under  treatment  for  this  that  his  paraplegia  occurred. 
Before  proceeding  to  describe  the  symptoms  and  results  of  his 
myelitis,  let  us  note  that  the  taint  had  clung  to  him  in  a very 
remarkable  manner.  He  had  had  the  most  efficient  and  pro- 
longed treatment  by  the  calomel  bath,  yet,  although  his 
symptoms  had  always  yielded  well  at  the  time,  they  had  re- 
peatedly recurred.  Most  remarkable  of  all  was  the  seeming 
fact  that  his  wife  bore  him  a tainted  child  seven  years  after 
his  syphilis,  and  in  spite  of  this  very  prolonged  medication. 
His  attack  of  paraplegia  developed  rather  suddenly.  He  had 
been  feeling  out  of  sorts  some  days,  when  one  night,  after 
having  had  intercourse  with  his  wife,  he  became  alarmingly 
restless,  and  had  severe  pain  between  his  shoulders.  His  surgeon 
was  at  once  sent  for,  but  nothing  definite  could  then  be  made 
-out.  In  the  morning  all  his  limbs  were  weak,  and  he  could 
not  pass  water.  Subsequently  the  lower  extremities  became 
quite  paralysed  so  that  he  could  not  lift  them  from  the  bed, 
and  he  had  incontinence  of  both  urine  and  faeces.  His  upper 
extremities,  although  at  first  weak,  were  never  paralysed,  and 
in  the  course  of  a month  he  could  use  his  hand  for  writing. 
He  was  in  bed  five  or  six  weeks,  and  then  gradually  regained 
the  power  of  walking. 

When  I saw  Mr.  , about  ten  months  after  his  illness, 

he  could  walk  fairly,  but  was  unsteady  on  his  feet  and  “could 
not  run  a step  to  save  my  life.”  He  thought  that  he  could 
manage  four  or  five  miles  if  he  walked  slowly.  From  the  date 
of  the  illness  all  sexual  power  had  left  him.  His  knee  jump 
was  rather  excessive  and  the  pupils  acted  well.  There  can, 
probably,  be  little  doubt  that  he  had  had  an  attack  of  transverse 
myelitis  of  the  dorsal  cord.  I have  thought  it  worth  quoting 
as  an  instance  of  the  influence  of  syphilis  in  leaving  the  nerve 
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centres  prone  to  disease  later  on.  The  exciting  cause  of  the 
attack  was  probably  the  act  of  sexual  intercourse,  and  the 
entire  extinction  of  this  function,  probably,  marks  the  part  of 
the  cord  on  which  the  stress  of  the  disease  fell  and  from  which 
it  started.  Yet,  remembering  the  previous  attacks  of  diplopia, 
and  noting  the  close  similarity  of  the  attack,  and  the  mode 
of  recovery,  to  those  which  we  have  observed  in  other  syphilitic 
patients,  we  may  still  hold  that  the  specific  taint  was  of  much 
importance  in  causing  liability.  The  influence  of  syphilis  upon 
the  tissues  in  general  is  to  make  them  more  vulnerable. 


Remarkable  tendency  in  certain  eases  for 
one  region  or  one  set  ol  tissues  only  to  suffer. 

— The  manner  in  which  tertiary  syphilis  sometimes 
fastens  itself  on  one  particular  tissue  or  part,  and 
shows  not  the  slightest  tendency  to  attack  others,  is 
very  remarkable.  Sometimes  it  is  the  throat  and 
mouth,  sometimes  the  larynx,  at  others  the  nervous 
system,  and  at  others  the  skin.  In  some  cases  the  lesions 
are  multiple,  but  all  in  the  same  structures ; whilst 
often  the  lesion  is  single,  but  with  persistent  tendency 
to  relapse.  When  multiple  it  is  seldom  that  exact  sym- 
metry is  observed,  and  the  more  recent  developments 
are  probably  produced  by  infection  from  the  first  (as 
is  the  case  in  common,  i.e.  non-specific,  lilpus).  These 
cases  very  strongly  favour  the  opinion  that  tertiary 
manifestations  are  often  local  only.  I could  not  men- 
tion a better  example  of  what  has  just  been  said  than 
the  following  case,  but  instances  are  abundant. 

A man,  aged  thirty-nine,  was  sent  to  me  by  Dr. 
Gervis  for  a troublesome  skin  disease.  He  had  enormous 
patches  of  serpiginous  lupus  on  his  thighs  and  abdomen, 
with  crusts  at  their  edges  and  thin  scars  in  the  middle. 
There  could  be  no  mistake  as  to  their  nature.  He  had 
had  them  for  thirteen  years.  At  times,  under  treat- 
ment, he  had  got  nearly  well,  but  never  quite  so,  and 
it  seemed  probable  that  he  had  never  been  systematically 
treated  for  syphilis.  He  had  been  married  fourteen 
years,  and  the  lupus  made  its  first  appearance  on  one 
thigh  two  years  after  his  marriage.  Seven  children 
had  been  born,  and  of  these  six,  including  the  eldest, 
were  living,  and  all  had  been  wholly  free  from  symp- 
toms. Thus  we  have  interesting  proof  that  a man  who 
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himself  suffers  from  tertiary  symptoms  may  yet  trans- 
mit nothing.  There  was  a history  of  a chancre  (but 
no  secondaries  that  he  remembered)  twenty  years  ago, 
that  is,  six  years  before  his  marriage. 

In  many  cases  the  patient’s  health  does  not  suffer, 
and,  the  local  inconvenience  being  slight,  he  may  abstain 
from  all  treatment,  and  in  such  cases  lupoid  patches 
may  slowly  spread  during  a period  of  many  years. 
When  the  mouth  is  the  part  affected,  very  persistent 
disease  of  the  tongue  and  lips  is  by  no  means  uncommon, 
whilst  the  rest  of  the  body  is  wholly  free. 


CHAPTER  XVI E 


ON  THE  RECURRING  CHANCRE  AND  ON  RECURRING 

SYMPTOMS 

It  is  desirable  to  keep  in  mind  that  the  structures  of 
the  prepuce  appear  to  be  peculiarly  prone  to  take  on 
sclerotic  induration.  The  application  of  caustics  to 
non-infecting  chancres  will  often  cause  them,  in  this 
part,  to  become  indurated  in  a manner  most  deceptively 
like  that  of  the  true  syphilitic  chancre.  No  other  part 
of  the  body  produces  in  chancres  such  characteristic 
induration,  and  in  none  is  there  the  same  tendency  for 
the  sclerosis  to  persist  or  to  recur.  The  difference  as 
regards  other  regions  is,  of  course,  only  a question  of 
degree,  but  it  is  very  considerable,  and  a recognition  of 
it  may  help  us  to  understand  the  somewhat  remarkable 
conditions  which  are  encountered  in  what  is  now  gener- 
ally recognised  as  the  recurring:  chancre.  Under  this 
name  we  place  certain  indurations  which  occur  on  the 
male  genitals  almost  exclusively,  which  are  not  due  to 
recent  infection,  but  which  resemble  the  most  charac- 
teristic Hunterian  chancres.  Almost  invariably  the  in- 
duration is  located  exactly  in  the  site  of  a former 
chancre,  and  there  is  usually  as  a distinguishing  feature 
the  fact  that  no  abrasion  or  ulcer  precedes  the  hard- 
ness as  is  common  in  primary  sores.  It  happens  occa- 
sionally that  these  recurrent  indurations  are  met  with 
when  fresh  contagion  has  been  possible,  but  in  many 
others  the  negative  evidence  on  this  point  is  conclusive. 
They  are  not  attended  by  gland  enlargement,  nor  are 
they  followed  by  eruptions  or  sore  throat.  They  usually 
stand  as  quite  isolated  phenomena.  Although  in  many 
instances  they  may  disappear  readily  and  with  little 
or  no  treatment,  in  others  they  persist,  and  yield  only 
very  slowly  to  the  active  use  of  specifics.  They  are 

171 


172 


SYPHILIS 


[chap. 

never  contagious,  and  as  they  often  occur  to  married 
men,  this  negative  fact  is  not  infrequently  well  exem- 
plified. In  not  a few  instances  they  have  been  observed 
repeatedly  in  the  same  patient.  The  period  which  may 
have  elapsed  since  the  original  chancre  may  vary  from 
a few  to  many  years,  and  there  is  always  the  history 
that  during  this  interval  the  scar  has  been  perfectly 
sound  and  probably  not  easy  to  be  recognised. 

The  cases  which  will  be  cited  immediately  will  supply 
any  detail  omitted  in  these  statements.  As  to  whether 
the  cartilaginous  indurations  should  be  classed  as  gum- 
mata  is  a question  chiefly  of  definitions.  That  they  are 
local  and  not  constitutional  seems  indicated  by  their 
solitary  occurrence,  and  very  probably  they  illustrate 
the  general  law  of  gummata  in  being  dependent  upon 
elements  left  behind  by  the  original  disease. 

One  of  the  most  remarkable  cases  in  illustration  of 
this  which  I can  adduce  is  that  of  a Mr.  , a gentle- 

man who  had  suffered  severely  from  syphilis  and  lost  his 
vomer  four  years  before  I knew  him.  He  was  in  robust 
health.  In  January,  1872,  he  came  to  me  with  a three- 
weeks-old  collar  of  induration  in  the  reflexion  of  his 
prepuce.  It  was  quite  clean  and  almost  without  secre- 
tion, not  much  larger  than  a large  pea,  but  in  all 
respects  exactly  like  an  infecting  chancre.  He  assured 
me  that  it  was  impossible  that  it  could  be  from  fresh 
contagion,  and  said  that  he  had  experienced  the  same 
occurrence  several  times  before.  His  wife  never  caught 
the  disease,  although  he  had,  he  said,  often  exposed  her 
to  risk  if  these  indurations  were  chancres.  The  first 
recurrence  was  in  1869;  the  second  in  1871.  There  had 
never  been  bubo  nor  any  secondary  symptoms.  The 
indurations  usually  lasted  three  weeks  or  a month. 
The  original  infecting  sore  was  in  1867,  and  it  was  in 
precisely  the  part  where  the  recurred  ones  had  come.  I 
saw  Mr.  again  a year  later  for  another  indura- 

tion. It  is  to  be  specially  noted  that  during  the  three 
or  four  years  that  he  was  thus  liable  to  recurrences 
of  chancre-like  induration  in  the  site  of  the  original 
sore,  he  had  no  other  symptoms  of  syphilis,  but  ap- 
peared to  be  in  excellent  health.  This  gentleman  was 


THE  “CHANCRE  REDUX” 


173 


xvii] 


under  my  observation  at  times  for  fourteen  years  after 
the  occurrences  described,  and  had  of  late  remained 
quite  well  so  far  as  any  suspicious  symptoms  were 
concerned. 

In  1860,  writing  on  this  subject,  I said  that  I thought 
I had  seen  at  least  a dozen  well-marked  examples  of  the 
“ relapsing  chancre.”  In  one  instance  then  mentioned 
a man  had  been  three  times  under  hospital  care  for 
relapsed  induration,  and  in  another  a man  had  pre- 
sented himself  four  times  in  as  many  years  with 
recurred  indurations,  always  in  exactly  the  same  place. 

In  the  case  of  a lady  whom  I once  saw  with  Mr. 
W.  Allingham  for  tertiary  syphilis,  I was  told  that 
relapse  of  induration  of  the  original  sore  had  occurred 
repeatedly,  always  in  the  same  place. 

In  1865  a gentleman  was  brought  to  me  who  had 
been  about  a month  married,  and  in  whom  the  scar  of 
a “ soft  sore  ” had  reopened  and  become  hard.  He 
had  a disc  of  most  characteristic  induration.  It  was 
fifteen  months  since  his  “ soft  sore,”  but  he  had  also 
had  a chancre  of  some  kind  six  years  ago.  On  each 
occasion'  his  sore  was  attended  by  enlarged  glands, 
which  did  not  suppurate.  It  did  not  appear  that  he 
had  ever  taken  mercury,  or  ever  had  definite  secondary 
symptoms.  I am  not  able  to  state  the  sequel. 

In  the  following  case  very  remarkable  difficulty  had 
been  experienced  in  getting  rid  of  the  induration  and 

keeping  it  away.  Mr.  consulted  me  in  September, 

1860,  having  then  the  remains  of  a collared  chancre 
in  the  reflexion  of  the  prepuce.  He  had  also  a sore 
throat.  He  said  that  he  had  been  under  mercurial 
treatment  since  February,  and  that  the  sore  would  not 
yield.  I ordered  inunction,  and  in  a month  all  trace 
of  the  sore  was  gone.  He  now  omitted  treatment,  and 
the  hardness  speedily  returned.  In  November  the  sore 
was  both  hard  and  ulcerated,  but  in  December,  during 
slight  ptyalism,  it  again  disappeared.  In  April,  the 
treatment  having  been  suspended,  it  was  again  hard. 
After  another  mercurial  cure  he  remained  well  some 
months.  In  May,  1862,  he  came  to  me  with  another 
sore,  which  was  definitely  indurated.  It  had  been 
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present  six  months,  and  had  hitherto  resisted  mercury. 
This  sore  looked  exactly  like  a newly-acquired  one, 
but  it  was  in  the  site  of  the  old  ones.  It  is  to  be 
admitted  that  fresh  infection  was  possible,  and  that 
the  four  indurations  which  occurred  during  three  years 
may,  should  the  reader  prefer  that  hypothesis,  be  all 
considered  as  new  and  independent  chancres.  For  my- 
self, I confess  that  this  seems  improbable,  having  regard 
to  the  facts  of  the  other  cases,  and  also  remembering 
that  none  of  them  were  followed  by  fresh  secondary 
symptoms.  During  the  whole  of  this  period  there  had 
been  occasional  sores  on  the  tongue,  but  no  general 
eruption. 

I once  witnessed,  in  the  case  of  a vaccination 
chancre,  a very  decided  tendency  to  become  hard  and 
inflamed  for  a second  time.  It  was  two  years  after 
the  first  one.  This  fact  is  especially  valuable,  because 
it  was  impossible  that  there  should  have  been  any 
fresh  contagion.  Mercury  was  given,  and  the  scar 
was  soon  again  sound.  It  has  remained  so  ever  since, 
and  the  patient  has  now  been  eight  years  married  and 
has  a healthy  family. 

A knowledge  of  the  facts  as  to  the  recurring 
chancre  is  of  very  great  importance,  since  without  it 
very  serious  mistakes  may  occur,  not  only  as  regards 
treatment,  but  in  reference  to  social  and  even  medico- 
legal questions. 

I believe  that  I was  the  first  to  describe  this 
Relapsing  Chancre.  My  notice  of  it  was  given  in 

the  London  Hospital  Reports , 1866.  Two  years  after- 
wards a quite  independent  and  much  more  detailed 
account  of  the  same  phenomenon  was  given  by  Prof. 
Alfred  Fournier.* 

* Fournier’s  paper  on  the  Pseudo -Chancre  Indure  was  published  in 
the  Archives  Generates  dc  Medecine , 1868.  The  following  is  an  extract 
from  my  paper  : “I  am  sure  that  it  is  not  a very  infrequent  occurrence 
for  indurated  chancres  to  relapse  without  any  fresh  contagion.  Thus 
year  after  year  the  soft  scar  of  a former  induration  may  suddenly  again 
intiame,  become  hard,  and  even  ulcerated.  I have  seen,  I think,  at  least 
a dozen  remarkable  examples  of  this.  Often  the  relapsed  induration  is 
so  like  that  of  a primary  chancre,  that  it  is  impossible  to  distinguish  it 
excepting  by  the  patient’s  history.  Several  of  my  patients  have  been 
young  medical  men,  who  were  able,  therefore,  to  give  a very  reliable  and 
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Remarkable  case  of  recurrent  indurated  chancre  (eight 

years  after  the  first). — Mr.  had  a chancre  in  October, 

1869,  which  indurated,  and  afterwards  he  had  ulcerated 
sore  throat  and  severe  neuralgia  in  the  right  side  of 
his  head.  He  was  treated  with  specifics  by  one  of  our 
leading  physicians.  He  had  no  secondary  symptoms,  that 
he  remembers,  except  the  sore  throat,  and  he  was  soon 
well.  He  married  in  the  following  July,  that  is,  within 
eight  months  of  contracting  the  sore.  His  eldest  child  was 
born  ten  months  later,  and  has  never  presented  any  sus- 
picious symptoms.  He  remained  quite  well  and  free  from 
reminders  until  November,  1877  (that  is,  eight  years),  when 
exactly  in  the  site  of  the  original  sore  another  induration 
formed.  It  became  very  hard  and  of  considerable  size.  He 
consulted  the  physician  who  had  treated  him  before,  who  said 
it  was  as  hard  as  cartilage,  but  declined  to  give  any  opinion 
as  to  its  nature.  Soon  after  this  his  right  eye  inflamed,  and  on 
the  upper  part  a thick  dusky  patch  of  episcleritis  formed.  At 
the  same  time  there  was  iritis  with  vitreous  opacities.  I should 
say  that,  according  to  the  testimony  of  his  medical  attendant, 
his  pupil  dilated  before’  there  were  any  signs  of  inflammation. 
The  date  of  the  beginning  of  irritation  in  the  site  of  the 
chancre  was  September,  1877 ; the  pupil  was  dilated  in  Novem- 
ber. During  February,  1878,  he  was  under  the  care  of  an 
ophthalmic  specialist,  and  in  March  he  was  sent  to  me.  At  this 
latter  date  the  remains  of  a collar  of  induration  in  the  roll  of 
the  prepuce  were  still  very  evident.  I pressed  him  as  to 
whether  he  had  not  exposed  himself  to  fresh  contagion.  This 
he  positively  denied,  and  in  support  of  his  denial  were  the 
facts  that  his  wife  had  caught  nothing  from  him,  that  he  had 
not  had  either  rash  or  sore  throat,  and  that  the  iritis  was 

accurate  account  of  the  course  of  their  symptoms.  In  one  case  I had 
the  same  man  three  times  under  care,  at  the  hospital,  with  a relapsed 
induration ; and  in  another,  a man  came  four  times  in  as  many  years 
with  the  same.  In  each  instance  the  fresh  sore  was  in  the  scar  of  the 
former  one.  In  many  instances  sexual  intercourse  (without  inoculation) 
appears  to  he  the  exciting  cause  of  the  relapse.  Relapses  are  more 
common  within  a year  or  two  of  the  original  sore,  hut  I am  convinced 
that  they  occur  even  many  years  after  it.”  These  second  indurations  are 
sometimes  quite  spontaneous,  sometimes  they  result  from  sexual  inter- 
course absolutely  without  risk  of  contagion,  and  sometimes  they  occur 
when  contagion  was  quite  possible.  It  is  obvious,  however,  that  if  we 
admit  that  they  may  come  spontaneously,  we  are  not  entitled  when  they 
appear  after  intercourse  to  assume  that  they  were  caused  by  it.  Then- 
characters  are  in  all  cases  alike,  and  that  they  are  absolutely  indistinguish- 
able from  primary  indurated  sores  even  by  the  most  skilled  observers  we 
have  Fournier’s  authority  for  asserting.  Fournier,  in  the  paper  referred 
to,  asks  attention  to  the  fact  that  these  recurring  chancres  have  frequently 
been  mistaken  for  new  infections,  and  remarks  that  he  has  felt  certain  in 
reading  the  published  narratives  of  so-called  second  attacks,  that  in 
many,  or  even  most,  this  was  the  ex-ror  which  had  been  committed.  The 
diagnosis  is  indeed  often  most  difficult. 
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unlike  that  of  secondary  syphilis.  In  the  sequel  the  iritis  or 
irido-cyclitis  proved,  very  chronic,  and  he  was  six  months 
under  my  treatment.  "Vitreous  opacities,  adhesions,  and  pig- 
ment spots  on  the  lens  were  left.  Its  course  was  wholly  unlike 
that  of  common  syphilitic  iritis.  During  these  six  months  not  a 
single  symptom  of  secondary  syphilis  developed  itself  either  in 
him  or  his  wife,  although  cohabitation  had  not  been  suspended 
in  the  early  stage.  The  whole  period  of  the  induration  was 
at  least  three  months,  during  the  greater  part  of  which  the 
chancre  was  healed  over,  but  very  hard.  It  melted  away  very 
slowly  under  vigorous  mercurial  treatment. 

Case  of  a chancre  persisting  with  variations  for  seven  years. 

— An  interesting  example  of  persisting  and  relapsing  indura- 
tion in  a chancre  came  under  notice  in  January,  1878,  at  the 
Hospital  for  Skin  Diseases.  The  patient,  a man  of  thirty-three, 
had  a large  depressed  scar  on  the  glans,  the  edges  of  which 
were  raised  and  as  hard  as  cartilage.  It  was  in  no  respect  to 
be  distinguished  from  a well-marked  hard  chancre,  excepting 
by  the  depressed  scar  in  the  middle.  In  the  roll  of  the  prepuce, 
near  to  the  fraenum,  was  another  small  collar  of  induration, 
again  exactly  like  a fresh  indurated  chancre.  Neither  of  these 
indurations  was  ulcerated.  Now  the  man’s  statement  was  that 
the  scar  on  his  glans  had  been  present  seven  years,  with  vary- 
ing degrees  of  induration.  The  other  he  thought  had  come 
within  a few  months.  He  had  no  secondary  symptoms. 

He  was  a married  man,  and  his  original  sore  had  been  con- 
tracted during  married  life.  'Three  children  born  since  had 
died,  one  of  them  covered  with  eruption.  He  asserted  strongly 
that  he  had  never  been  exposed  to  contagion  since  this  occui’- 
rence,  and  alleged  that  the  sore  on  the  glans,  after  having  for  a 
time  healed,  had  since  repeatedly  hardened  again.  He  thought 
it  had  scarcely  ever  been  free  from  some  hardness.  He  said 
that  he  did  not  think  that  his  ivife  had  ever  suffered,  but  in 
this  he  was  probably  in  error. 

I may  here  not  unsuitably  mention  two  very  remark- 
able cases  in  which  induration  in  primary  chancres 
persisted  for  several  years. 

A chancre  which  remained  indurated  for  ten  years. — A sur- 
geon, aged  thirty-one,  consulted  me  about  a sore  with  a most 
extraordinary  history.  It  was  situated  in  the  roll  of  the 
reflected  prepuce,  and  was  so  hard  that  I took  it  for  a recent 
Hunterian  chancre.  He  assured  me,  however,  that  it  had  been 
present  for  ten  years;  it  was  as  hard  as  cartilage.  He  admitted 
that  it  had  definitely  increased  during  the  last  six  months. 
In  support  of  his  assertion  that  the  sore  was  not  of  recent 
origin  were  the  facts  that  he  had  no  enlarged  glands  in  the 
groins,  nor  any  eruption  or  sore  throat.  According  to  his 
account  he  had  never  submitted  himself  to  any  systematic 
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treatment.  In  the  first  instance  the  sore  had  been  diagnosed  as 
non-infecting ; three  years  after  its  commencement  he  suffered 
from  orchitis,  which  was  painless  and  was  diagnosed  as 
syphilitic.  It  disappeared  after  very  little  treatment.  Dr. 

appeared  to  have  absolutely  neglected  his  symptoms 

throughout  ; but  he  did  not  admit  that  he  had  ever  suffered 
from  anything  definite  except  the  persistent  chancre.  He  con- 
sulted me  chiefly  on  account  of  a sore  tongue.  His  tongue  was 
ulcerated  and  showed  filmy  patches  with  much  papillary  over- 
growth ; I could  not,  however,  feel  sure  that  it  was  syphilitic. 
The  chancre  in  this  case  was  a long,  low  roll  of  cartilaginous 
induration:  it  was  congested  but  not  ulcerated. 

liMluratiou  of  a chancre  lasting,  in  spite  of' 
treatment,  for  two  years. — I have  seen  not  a few 
cases  in  which  indurations  left  by  chancres  have  per- 
sisted for  very  long  periods.  The  above  is,  however, 
an  extreme  instance  of  this  curious  phenomenon.  Since 
writing  out  the  case,  another  example,  the  facts  re- 
specting which  are  of  considerable  interest  in  more  than 
one  direction,  has  come  under  notice. 

A gentleman,  aged  twenty-seven,  was  sent  to  me  by  Mr.  J. 

T . The  history  was  that  he  had  contracted  syphilis  two 

years  ago,  and  that  in  spite  of  much  treatment  the  chancre 
had  still  persisted.  I found  a collared  induration  in  the  roll 
of  the  reflected  prepuce.  It  was  of  considerable  size,  and  as 
hard  as  cartilage.  At  its  base  was  a superficial  non-secreting 
ulcer.  The  patient  assured  me  that  this  was  his  original 
chancre,  and  that,  although  it  had  varied  in  size  and  degree  of 
hardness,  it  had  never  wholly  disappeared  since  he  first  acquired 
it.  He  said  that  it  had  repeatedly  healed,  and  that  he  had 
generally  attributed  the  fresh  ulceration  to  irritation  during 
intercourse.  He  had  abstained  from  intercourse  entirely  for 
nine  months  after  the  first  chancre,  but  not  so  of  late.  During 
the  last  eighteen  months  he  had  been  almost  continually 
taking  either  mercury  or  iodide  of  potassium,  and  on  several 
occasions  had  had  his  gums  slightly  sore.  Whenever  they  were 
so,  the  mercury  had  been  left  off  and  the  iodide  substituted. 
The  latter  had  always  had  the  effect  of  depressing  him  very 
much. 

The  history  as  regards  the  early  stages  of  this  remarkable 
case  was,  that  at  first  the  sore  was  supposed  to  be  “soft,”  but 
that  it  indurated  after  a month  or  two,  and  would  not  heal. 
ISTo  specific  was  used  until  it  had  been  present  nearly  two 
months.  The  glands  in  the  groin  enlarged  and  became  hard, 
but  there  was  no  threatening  of  suppuration.  At  no  time  was 
any  definite  eruption  observed  on  the  body,  and  although  the 
throat  was  sore,  the  medical  attendant  did  not  consider  it  was 
characteristic.  The  glands  in  the  groin  subsided,  and  at  the 
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time  that  he  consulted  me  there  was  nothing  very  definite. 
The  patient  was  a man  of  dark  complexion  and  was  in  excellent 
health. 

The  case  next  to  be  recited  is  (like  others  which  have 
been  given)  one  in  which  it  was  extremely  difficult  to  say 
whether  the  sores  were  recurred  chancres  or  the  results 
of  fresh  inoculations.  Their  remarkable  resistance  to 
mercury  and  the  appearance  of  satellite  indurations 
while  under  treatment  constitute  also  most  exceptional 

features.  Mr.  first  consulted  me  in  1882,  and  he 

had  already  been  under  treatment  for  symptoms  which 
were  in  all  probability  syphilitic.  He  had  had  a 
chancre,  which  he  had  been  assured  wyas  only  “ soft  ” ; 
but  there  had  been  enlarged  glands  in  the  groin  which 
did  not  suppurate,  and  a sore  throat  with  loss  of  hair 
had  followed.  Having  deserted  the  surgeon,  who  said 
that  his  chancre  was  not  an  infecting  one,  he  was 
treated  by  another  with  mercury.  Not  the  slightest 
trace  of  rash  had  ever  been  observed.  When  he  came 
to  me  he  seemed  perfectly  well,  and  I advised  him 
to  await  events  and  do  nothing  more.  During  1883, 
1884,  and  1885  he  remained  perfectly  well.  He  was 
a man  of  thirty,  of  sound  tissues.  Such  being  the 

previous  history,  on  December  29,  1885,  Mr.  was 

sent  again  to  me  by  Dr.  O on  account  of  fresh 

chancres.  He  had  two  indurated  half-discs  in  the 
roll  of  the  reflected  prepuce  close  to  the  corona.  One 
was  on  the  dorsum  and  one  was  on  the  right  side,  and 
both  were  most  characteristically  hard.  One  of  them 
was  not  ulcerated  at  all,  and  the  other  sho'wed  in  its 
centre  a small  ulceration,  but  had  no  secretion.  These 
indurations  had  been  present  for  about  a month,  and 
had,  I was  told,  been  getting  harder  and  harder  every 
day.  One  was  in  the  exact  site  of  the  former  sore, 
but  one  was  in  a part  which  had  never  been  previously 
affected.  He  had  been  assured  by  a surgeon,  before 

going  to  Dr.  O , that  they  wrere  not  true  chancres.  I 

took  a modified  view,  and  advised  that  he  should  at  once 
commence  treatment  by  mercurial  inunction.  This  was 
done,  and  he  also  took  mercury  freely  by  the  mouth. 
We  found  it  very  difficult  to  produce  any  effect,  and 
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the  indurations  melted  only  very  slowly.  At  the  end 
of  six  weeks,  when  they  were  very  nearly  gone,  and 
while  we  were  still  continuing  the  treatment,  a third 
induration  close  to  the  left  side  of  the  frsenum  made 
its  appearance,  and  developed  a small  but  characteristic 
collar.  The  mercury  was  continued  in  increasing  doses 
for  about  two  months  longer,  and  the  gums  were  at  that 
time  slightly  touched.  The  result  was  that  all  the  in- 
durations at  length  disappeared.  There  had  not 
throughout  been  any  induration  of  the  lymphatic 
glands,  nor  any  secondary  symptoms.  There  cannot,  I 
think,  be  much  doubt  that  in  this  case  the  indurations 
were  the  result  of  fresh  infection,  and  that  their  course 
was  modified  by  the  fact  that  the  patient  had  had 
syphilis  before,  and  by  the  facts  of  his  sound  health 
and  the  resistance  of  his  tissues  to  the  influence  of 
mercury. 

Recurrence  of  specific  iiMliiration  in  flic  sites 
of  three  different  chancres.— A man,  who  had -had 
three  chancres  in  1902,  came  to  me  in  1905  (October  23) 
with  recurred  induration  in  the  sites  of  all  of  them. 
One  was  at  the  upper  part  of  the  meatus,  and  the  others 
were  in  the  roll  of  the  reflected  prepuce  just  behind 
the  corona,  one  on  each  side.  They  were  quite  separate 
from  each  other ; all  were  as  hard  as  cartilage.  They 
had  begun  as  indurations  about  six  weeks  before  I saw 
him,  and  although  free  from  ulceration  at  first,  all 
had  ulcerated.  There  was  no  enlargement  of  glands. 
Simultaneously  with  these  recurred  chancres,  a small 
gumma  had  formed  in  the  skin  of  one  leg,  and  had 
ulcerated.  The  patient  appeared  to  be  in  good  health, 
and  had  no  other  symptoms.  His  original  treatment 
had  been  prolonged  over  two  years,  inunction  (on 
the  Continent)  and  pills.  He  had  been  wholly  free 
from  symptoms  for  two  years  prior  to  the  present 
ones. 

Case  illustrating-  the  long  latency  of  syphilis 
anil  the  development  of  late  tertiary  symp- 
toms. Recurring  irritation  in  the  chancre.— 

Mr.  T. , aged  fifty-two,  was,  when  eighteen  years 

of  age,  seduced,  and  had  a sore  and  a bubo.  For 
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these  he  was  salivated.  He  was  only  a few  weeks 
under  treatment.  He  does  not  recollect  any  second- 
aries, nor  had  he  any  reminders  until  middle  life. 
He  married  at  thirty-two,  and  has  now  six  healthy 
children.  At  the  age  of  forty  he  consulted  a surgeon 
for  an  eruption  on  his  leg,  who  at  once  said  that  it 
was  syphilitic,  and  cured  it  by  specifics.  Two  years 
later  the  site  of  the  original  chancre  became  irrit- 
able again.  After  being  an  open  sore  for  more  than 
a month,  it  healed  under  treatment.  At  this  date  he 
took  much  iodide.  His  youngest  child  was  born  just 
before  the  sore  relapsed.  She  has  remained  throughout 
in  excellent  health.  For  four  or  five  years  after  this 
he  was  quite  well,  and  then  he  had  an  ulcer  on  the  left 
leg.  Finally,  he  was  sent  to  me  for  a large  periphle- 
bitic  gumma  in  the  left  calf.  He  was  at  this  date 
apparently  in  excellent  health.  It  will  be  observed 
that  all  his  tertiary  phenomena  were  single  and  non- 
symmetrical.  In  each  instance  he  was  cured  by  specifics. 
Had  the  patient’s  social  circumstances  been  different,  it 
might  have  been  suspected  that  the  recurred  chancre  was 
rather  a new  infection.  It  will  be  observed,  however, 
that  some  tertiary  symptoms  had  preceded  it,  and  that 
it  was  not  followed  by  any  secondary  ones.  I have  also 
in  two  cases  seen  a similar  relapse  in  chancres  which 
had  followed  vaccination,  and  when  consequently  second 
contagion  was  impossible. 

A case  of  recurrence  after  four  years. — 

Synopsis: — Complete  syphilis  treated  by  mercury  for 
three  months ; apparent  cure ; good  health  for  three 
years;  marriage;  a healthy  child;  recurrence  of  in- 
duration in  the  site  of  chancre  in  the  fourth  year. 


YEAR 

AGE 

DETAILS 

1890 

23 

September : A hard  chancre  on  skin  of  penis, 
followed  by  eruption  and  sore  throat.  He  took 
mercury  to  beginning  of  December. 

In  December  in  hospital  with  abscess  in  liver 
from  dysentery  (Bombay). 

x vn]  RECURRENT  CHANCRES  181 


YEAH 

AGE 

DETAILS 

1891 

24 

Successful  opening  into  the  liver  abscess. 

In  July  he  came  to  England  and  consulted  me. 
No  symptoms  of  syphilis  then  extant.  No 
further  treatment  advised. 

1892 

25 

Quite  well.  Living  in  India. 

1893 

2G 

Married  in  February.  Both  himself  and  his  wife 
remained  in  good  health. 

1894 

27 

On  July  17  an  indurated  chancre  recurred  in  the 
site  of  the  original  one.  It  disappeared  under 
mercury  in  three  weeks.  No  fresh  exposure 
had  occurred.  His  wife  was  confined  August  17. 

Both  wife  and  child  remained  well. 

In  the  case  above  scheduled  I did  not  myself  see 
either  the  original  or  the  recurred  chancre.  Both  were, 
however,  seen  by  competent  medical  men,  and  about 
the  facts  there  can  be  no  doubt.  We  have  to  trust  to 
the  patient’s  testimony  that  he  had  not  on  the  second 
occasion  incurred  any  fresh  exposure.  He  is,  however, 
strongly  corroborated  by  the  circumstance  that  the  re- 
curred sore  was  exactly  in  the  site  of  the  former  chancre, 
and  that,  too,  an  exceptional  one — the  skin  of  the  penis 
near  its  root.  It  is  improbable  in  the  highest  degree 
that  a man  should  twice  receive  primary  infection  in 
this  part  and  exactly  at  the  same  spot.  The  prompt 
disappearance  of  the  second  sore  under  treatment  and 
the  absence  of  secondary  symptoms  are  also  facts  which 
support  the  belief  that  it  was  a recurred  induration 
and  not  a new  infection. 

We  have  then  an  instance  of  recurrence  of  indura- 
tion in  a chancre-site  three  years  and  a half  after 
cure  of  the  first.  The  patient  had  in  the  interval  en- 
joyed good  health  and  needed  no  treatment.  He  had 
also  become  the  husband  of  a woman  who  suffered 
nothing  and  the  father  of  a child  which  showed  no 
taint.  Such  facts  favour  the  belief  that  the  phenomena 
of  the  recurred  chancre  were  in  the  main  local,  if  not 
altogether  so,  and  that  they  did  not  imply  the  con- 
tinued existence  of  the  virus  in  the  blood. 


182 


SYPHILIS 


[chap. 


Recurrence  of  induration  in  the  site  of  a former  chancre  ; 
remarkable  resistance  to  mercurial  treatment,  but  final  cure 
during  salivation. — A very  remarkable  example  of  a recurred 
induration  which  long  resisted  treatment  occurred  in  the 

person  of  a Mr.  . Pie  first  consulted  me  on  April  5, 

1888,  being  then  thirty-five  years  old.  It  was  eleven  years 
since  an  attack  of  syphilis,  and  his  motive  for  consulting 
me  was  that  he  was  liable  to  herpes  on  the  skin  of  the 
penis  three  times  a year.  In  July  of  the  same  year,  during 
my  absence,  he  saw  my  son,  who  noted  an  induration  in 
the  site  of  the  former  chancre.  Although  Mr.  con- 

fessed to  having  exposed  himself  to  risk  six  weeks  before, 
the  diagnosis  was  a “recurred  induration,”  and  iodide  of 
potassium  was  prescribed.  The  induration  was  in  the  frsenum. 

I saw  Mr.  on  August  13,  when  all  inflammation 

was  gone  and  the  sore  quite  healed.  It  was,  however,  still 
indurated.  He  had  some  eruption  which  was  probably  due 
to  the  iodide.  There  had  been  no  other  secondary  symptoms. 
As  I could  not  feel  certain  that  the  sore  was  not  from  a second 
contagion,  I ordered  mercury.  At  the  same  time  I insisted 
that  he  should  not  marry. 

On  September  21  all  induration  was  gone,  and  no  second- 
ary symptoms  had  shown  themselves.  He  begged  hard  to  be 
allowed  to  marry,  as  he  had  been  long  engaged  and  the  day 
was  fixed.  I did  not  see  him  again  for  a year. 

In  October,  1889,  he  called  on  me  and  said  that  he  had 
married,  and  that  no  constitutional  symptoms  whatever  had 
shown  themselves  in  consequence  of  the  supposed  re-inoculation. 

After  the  last  date  I did  not  see  Mr.  until  May,  1893, 

when  he  came  to  me  with  a very  large  and  exceedingly  hard 
chancre  in  the  prepuce  just  to  the  right  of  the  fraenum.  It 
had  been  present,  he  said,  for  several  months,  and  had  given 
but  little  inconvenience.  His  wife  was  advanced  in  her  fourth 
pregnancy.  They  had  three  healthy  children  living,  and  his 
wife  herself  was  quite  well.  On  this  occasion  he  denied  any 
fresh  exposure.  The  chancre  was  in  the  form  of  a collar, 
and  as  hard  as  cartilage.  It  presented  ulceration,  without 
secretion,  in  two  spots.  It  was  almost  exactly  in  the  site  of  the 
original  sore. 

From  this  date  I had  Mr.  under  treatment  for  nearly 

a year.  The  iodides  and  mercury  in  various  forms  were  given 
very  freely,  but  for  a long  time  it  seemed  impossible  to  make 
any  impression  on  the  induration.  Mercury  was  used  both  by 
inunction  and  internally,  and  at  one  time,  in  February,  1894, 
my  notes  state  that  he  was  salivated.  At  this  date  the  indura- 
tion was  very  much  less,  but  it  had  not  wholly  disappeared. 
During  the  next  two  months  it  continued  slowly  to  diminish 
and  soften,  and  in  May,  1894,  I was  able  to  record  that  it  had 
quite  disappeared.  There  had  never  been  the  slightest  tend- 
ency to  sore  throat  or  eruption.  Appended  is  a schedule  of 
his  case. 
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TEAK  j 

AGE 

DETAILS 

1877 

24 

Contracted  syphilis. 

1878 

25 

Under  treatment. 

1879 

26 

\ 

1880 

27 

1881 

28 

1882 

29 

1883 

30 

• Liable  to  recurring  herpes  on  penis,  but  no  other 

1884 

31 

symptoms. 

1885 

32 

1886 

33 

1887 

34 

1888 

35 

Induration  in  site  of  former  chancre ; second  con- 
tagion  possible. 

1889 

36 

Married  ; no  constitutional  symptoms. 

1890 

37 

- Wife  well,  and  three  healthy  children. 

1891 

38 

1892 

39 

1893 

40 

Came  to  me  with  another  induration  in  same  place. 

189-1 

41 

Salivated;  induration  disappeared  only  after  long 
treatment. 

1895 

42 

Well. 

Caso  illustrating  tlic  difficulty  of'  histological 
discrimination  between  tubercular  and  syphilitic 
lesions. — The  case  to  which  the  appended  illustration 
(Plate  8)  belongs  is  one  of  peculiar  interest.  It  was  a 
typical  example  of  the  recurring  chancre,  and  as  such 
presents  nothing  exceptional.  It  afforded,  however,  the 
only  opportunity  which  I have  ever  obtained  for  micro- 
scopical examination  of  this  form  of  growth,  and  with 
results  which  at  first  were  surprising.  I sent  the  speci- 
men immediately  after  excision  to  the  Clinical  Research 
Association,  and  received  as  report  the  statement  that 
it  was  a well-characterised  example  of  tuberculosis.  The 
plate  given  was  drawn  from  one  of  the  sections,  and  is 
considered  to  display,  not  only  in  the  presence  of  giant 
cells,  but  in  the  general  arrangement  of  the  structures  or 
architecture,  a good  representation  of  recently  developed 
tuberculous  growth.  Only  one  feature  was  absent  : no 
bacilli  were  found.  My  reason  for  excising  the  part 
was  the  hope  of  determining  the  presence  or  otherwise 
of  the  spirochsete.  This  parasite  was  not  found.  The 
drawing  may  be  left  to  explain  itself,  but  I may  here 


184 


SYPHILIS 


[chap. 

add  that  the  section  was  shown,  without  previous  in- 
formation, to  several  well-skilled  histologists,  who  all 
pronounced  for  tuberculosis.  Not  being  myself  an 
authority  on  this  subject,  I abstain  from  adding  any 
criticism  beyond  the  statement  that  the  case  proves 
that,  in  absence  of  history,  it  is  not  possible  to  dis- 
tinguish by  the  microscope  between  induration  due  to 
previous  syphilis  and  induration  due  to  tuberculosis. 
Thus  we  are  left  to  the  conclusion  that  tubercular 
changes  can  be  proved  only  by  the  discovery  of  bacilli. 

The  patient  was  a gentleman  whom  I had  treated 
four  or  five  years  previously  for  syphilis,  the  chancre 
having  been  near  the  free  edge  of  a long  prepuce.  He 
had  been  quite  without  symptoms  for  three  years  or 
more,  when  induration  began  in  the  scar  which  had  been 
left.  He  consulted  a surgeon,  who  recognised  “a  re- 
curred chancre  ” and  prescribed  mercury.  After  about 
a month’s  treatment  without  result,  he  was  brought  to 
me.  I could  only  confirm  the  diagnosis  which  had  been 
given ; for  induration  was  extreme,  and  it  was  exactly 
in  the  site  of  the  former  sore.  Ulceration  had  set  in  at 
two  points,  but  in  the  first  instance  there  was  none. 
As  the  part  affected  offered  peculiar  facilities  for  com- 
plete removal,  I advised  circumcision.  This  was  per- 
formed, and  the  specimen  sent,  as  I have  already  said, 
to  the  Clinical  Research  Association.  To  conclude  the 
narrative,  I may  say  that  the  parts  healed  well,  and 
nothing  further  followed.  The  patient  was  at  the  time 
in  good  health,  and  there  was  little  or  no  history  of 
tuberculosis  * in  his  family.  Appended  is  the  report 
received  from  the  Association  : — 

“This  specimen  has  the  characteristic  structure  of  a recent 
tuberculous  infection.  The  surface  exhibits  a fissure-like  ulcer, 
beneath  which  there  is  a large  area  of  young  inflammatory 
growth.  Scattered  throughout  this  area  are  typical  giant 
cells  in  great  abundance.  Many  of  them  form  c systems  ’ as  in 
miliary  tuberculosis,  and  in  the  centre  of  the  area  there  is  a 
distinct  focus  of  caseation.  Though  tubercle  bacilli  have  not 
been  found  in  these  sections,  there  can  be  no  doubt  of  the 
tuberculous  nature  of  the  lesion. — Signed  J.  H.  Takgett.” 

In  correspondence  I informed  Mr.  Targett  of  the 
history  of  the  case,  and  that  I had  sent  the  specimen 


Plate  8. — The  Chancre  Redux  (Section) 

In  this  drawing  we  have  represented  the  conditions  described  in 
the  case  narrated  at  pages  183-85.  Several  good  microscopic 
observers,  as  is  stated  in  the  text,  pronounced  the  condi- 
tions to  he  characteristic  of  tuberculosis.  There  were,  how- 
ever, no  corroborative  facts,  and  there  was  no  doubt  that  the 
induration  was  that  of  the  recurrent  chancre  occurring  in 
the  site  of  a chancre  of  several  years  previously. 
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solely  with  a view  to  a search  for  the  spirochaete.  He 
adhered  to  his  diagnosis,  and  told  me  that  they  had 
not  made  the  special  staining  for  the  spirochaete  because 
the  disease  Avas  obviously  tubercular.  He  added  : “ As 
to  the  nature  of  the  lesion,  I am  quite  convinced  that 
it  is  now  tuberculous,  whatever  the  former  chancre  may 
have  been.”  The  director  of  the  Histological  Depart- 
ment at  the  Polyclinic,  Capt.  Pinch,  was  equally  with 
Mr.  Targett  confident  in  the  diagnosis  of  tuberculosis. 

The  case  appears  to  be  of  great  importance,  whether 
we  regard  it  in  relation  to  the  recognition  of  tuber- 
culosis or  of  syphilis.*  It  is  obvious  that  it  is  useless 
to  appeal  to  the  microscope  for  differential  diagnosis, 
whilst  the  facts  suggest  that  in  the  hands  of  a self- 
confident  observer  an  erroneous  verdict  may  easily  be 
recorded. 

A further  suggestion  may  perhaps  be  permitted  : 
that,  after  all,  in  these  cases  the  two  agencies  are  at 
work  together,  and  that  a latent  tuberculosis  modifies 
a more  recent  syphilis.  I have  already  expressed  the 
belief  that  in  “syphilitic  lupus,”  “ rupia-lupus,”  a 
partnership  of  this  kind  exists. 


* On  this  subject  Dr.  Macleocl  has  the  following  important  pas- 
sage : — “ The  differentiation  by  the  microscope  between  the  granulomata 
of  syphilis  and  tuberculosis  is  always  difficult  and  in  some  cases  im- 
possible ; for  example,  in  the  syphilitic  gummata  when  a histological 
architecture  may  he  present  which  resembles  that  of  a lupus  nodule 
in  every  detail  with  the  exception  of  the  presence  of  the  tubercle  bacilli.” 
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ERUPTIONS  WHICH  OCCUR  AFTER  THE  APPARENT 
CURE  OF  SYPHILIS 

Mb.  , aged  twenty-four,  came  to  me  on  September  12  for 

an  eruption  which  I may  describe  as  follows.  It  consisted  of 
very  faintly  marked  blotches  of  pink  congestion.  Most  of  them 
were  about  as  large  as  the  tip  of  the  forefinger  would  easily 
cover,  a few  were  much  larger,  and  they  were  all  nearly,  but 
not  abruptly,  rounded.  There  were  no  rings.  Stretching  the 
skin  or  a little  pressure,  immediately  removed  all  trace. 
Although  to  the  naked  eye  they  looked  as  if  slightly  furfura- 
ceous,  I could  not  on  using  a lens  prove  that  such  was  the  case. 

Mr.  showed  me  first  the  fronts  of  his  forearms,  where 

these  blotches  were  most  numerous,  but  on  making  him  strip 

I found  that  they  were  sparingly  scattered  with  fair  sym- 

metry over  the  whole  trunk  and  limbs.  There  were  many 
on  his  buttocks  and  legs.  It  was  on  the  latter  that  they  had 
been  first  observed.  They  were  so  inconspicuous  that  they 
would  have  been  overlooked  unless  carefully  searched  for,  but 
they  were  nevertheless  very  definite  when  once  noticed.  Mr. 

said  that  they  varied  much  at  different  times  and  that 

often  he  could  not  find  them.  He  thought  that  they  were 

usually  most  conspicuous  when  undressing  for  bed,  and  that  a 
warm  bath  would  make  them  disappear. 

He  had  observed  them  first  about  three  weeks  before  he 
came  to  me,  but,  as  he  remarked,  they  might  have  been  there 
much  longer,  for  they  caused  no  irritation  and  were  not  noticed 
unless  looked  for. 

Mr.  had  formerly  been  under  my  treatment  for 

syphilis,  and  he  said  that  he  had  once,  soon  after  leaving  off 
treatment,  observed  an  eruption  like  that  which  he  now  had. 
It  disappeared,  however,  in  a few  days  without  any  special 
treatment.  The  facts  as  regards  his  original  syphilis  were 
as  follows : 

He  had  intercourse  on  April  10,  1893,  and  contracted  first 
a profuse  gonorrhoea;  this  was  followed  by  an  ulcer  which 
destroyed  the  frsenum  and  then  indurated.  He  was  sent  to 
me  on  May  16,  when  I recognised  specific  induration  in  the 
fraenal  sore  and  at  the  meatus,  together  with  hard  glands. 
He  had  then  no  secondary  symptoms,  fit  was  only  five  weeks 
from  the  date  of  contagion.)  I prescribed  the  grey-powder 
pill,  and  six  weeks  later  I recorded  that  the  sore  was  quite 
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healed  but  still  indurated,  and  that  the  inguinal  glands  were 
hard.  He  had  had  no  definite  eruption  aud  only  a suspicion 
of  a sore  throat.  Four  months  later  still  (October  21)  all 
traces  of  the  chancre  had  disappeared,  but  the  glands  were 
still  hard.  No  secondary  symptoms  had  occurred,  but  his  right 
tonsil  showed  some  persisting  films  (“snail  tracks”).  After 
taking  mercury  for  about  eighteen  months  he  was  allowed  to 
leave  it  off  as  he  appeared  to  be  quite  well,  having  for  a year 
been  free  from  symptoms.  He  had  never  taken  mercury  freely, 
that  is,  never  more  than  a single  grain  of  the  H.c.H.  three 
times  a day.  Had  he  been  exclusively  under  my  own  care  I 
should  probably  have  made  him  take  more. 

Comments. — I have  thought  it  worth  while  to  de- 
scribe this  case  in  so  much  detail  because  it  offers  a 
good  example  of  a common  but  very  curious  pheno- 
menon. It  would  appear  that  syphilis,  even  after  very 
prolonged  treatment  and  apparently  successful  sup- 
pression, leaves  the  vascular  system  of  the  skin  (and 
presumably  of  other  parts  also)  liable  to  local  con- 
gestions of  a passive  kind,  which  develop  symmetrically, 
but  show  no  tendency  to  run  into  any  more  serious 
forms  of  eruption.  These  congestions  are  easily  influ- 
enced by  slight  local  changes,  as  of  temperature  or  of 
pressure.  They  are  often  very  transitory  and  may  dis- 
appear without  treatment.  When  they  persist  they  are 
almost  always  easily  niade  to  disappear  by  a few  doses 
of  mercury.  They  are  not  attended  by  any  concomitant 
symptoms  of  syphilis,  nor  do  they  apparently  lead  to 
anything  else.  Yet  they  must  probably  be  counted  as 
proof  that  the  disease  is  not  wholly  cured. 

Two  cases  of  recurring  erythematous  erup- 
tions on  the  trunk  at  long  periods  after  syphilis. 
—Two  patients  called  on  me  on  January  11,  1887, 
whose  conditions  and  previous  histories  were  precisely 
alike.  Both  were  in  perfect  health,  and  both  had  a 
dusky  erythematous  eruption  on  the  trunk  and  upper 
limbs.  The  same  words  would  describe  the  eruption 
in  each.  It  consisted  of  blotchy,  ill-defined  patches, 
from  the  size  of  a threepenny-bit  to  a sixpence,  of 
a dull  purplish  colour,  and  disappearing  very  easilv 
on  pressure.  In  neither  patient  did  the  rash  itch,  and 
each  declared  that  he  should  not  have  known  that  it 
was  there  if  he  had  not  seen  it.  In  both  it  was  most 
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conspicuous  on  rising  in  the  morning.  In  neither  was 
there  any  history  as  to  new  vests,  or  of  sleeping  in  the 
vest,  or  any  other  probable  source  of  local  irritation. 
The  weather  was  cold. 

In  the  case  of  Mr.  it  was  three  years  and  a 

half  since  the  syphilis.  He  took,  under  my  advice,  small 
doses  of  mercury  for  nearly  two  years,  during  the 
greater  part  of  which  time  he  was  without  symptoms. 
He  was  the  subject  of  albuminuria,  and  we  always  gave 
mercury  carefully.  During  most  of  the  time  he  was 
going  about  as  usual,  hunting,  etc.,  regularly. 

In  November,  1885,  I told  him  to  leave  off  his  pills, 
it  being  then  two  years  and  a half  since  the  disease. 
On  January  30,  1886,  he  came  to  me  with  a blotchy 
erythematous  eruption,  very  faint  but  quite  definite. 
It  was  limited  to  the  vest  regions,  but  he  had  not  had 
any  new  underclothing.  He  was  suffering  from  a bad 
cold  when  it  came  out.  I gave  him  the  mercurial  pills 
again,  and  on  February  20  my  notes  state  that  all 
traces  of  the  eruption  had  disappeared.  We  again  left 
off  the  pills,  and  I saw  no  more  of  him  until  exactly  a 
year  later,  when  he  came,  as  already  described,  with  a 
recurrence  of  a precisely  similar  eruption. 

The  subject  of  the  second  case  was  Signor  , 

an  Italian  gentleman,  aged  about  forty-eight.  He  had 
been  under  my  care  for  a relapse  of  syphilitic  erup- 
tion in  April,  1886.  He  got  quite  free  in  two  months 
under  mercury.  His  original  syphilis  had  occurred 
a year  before.  On  September  16  he  had  been  two 
months  without  any  medicine,  when  a copious  erythe- 
matous blotchy  eruption  appeared  on  the  whole  abdomen 
and  chest.  Small  doses  of  mercury  were  again  given. 
The  rash  vanished  in  a fortnight,  and  he  did  not  let 
me  see  him  again  until,  in  the  following  January, 
he  came  with  another  relapse  of  the  eruption. 

I do  not  think  that  in  either  of  these  cases  there  can 
be  any  doubt  that  the  eruption  was  at  any  rate  pre- 
disposed to,  if  not  caused  by,  the  previous  syphilis. 
As  in  the  other  cases  which  I have  mentioned,  there 
were  no  concomitant  symptoms  of  persisting  taint,  no 
sore  throat  or  periosteal  pains.  The  eruption  was  a 
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very  trifling  ailment,  disappearing  directly  under 
treatment,  and  showing  no  tendency  to  advance  beyond 
the  stage  of  erythema.  That  its  location  was  influ- 
enced by  the  irritation  of  the  vest  seems  very  probable, 
though  nothing  definite  could  be  made  out  in  this 
direction. 

It  is  a speculation  of  some  interest  as  to  the  possible 
occurrence  of  similar  states  of  congestion  in  concealed 
parts  in  the  intermediate  or  tertiary  stages  of  syphilis. 
They  are  well  known  in  the  case  of  the  tongue,  and  it 
may  be  that  the  brain,  spinal  cord,  periosteum,  etc.,  are 
liable  to  slight  congestions,  which  have  a tendency  to 
return  after  long  intervals,  and  are  easily  relieved  by 
treatment.  Obviously  such  congestions  are  wholly 
different  from  inflammations  which  are  serpiginous  or 
which  produce  growths  of  the  nature  of  gummata. 
Nor  must  we  too  confidently  infer,  because  they  dis- 
appear when  mercury  is  given,  that  they  are  in  any 
connection  with  active  syphilis.  It  may  be  that  it  is 
not  as  an  antidote  to  syphilis,  but  in  virtue  of  its 
influence  as  a tonic  to  the  vasomotor  system  and  the 
capillary  circulation,  that  this  variously  efficient  remedy 
acts.  Many  facts  support  such  an  hypothesis;  we  may 
confidently  expect  elucidation  by  modern  methods  of 
research.  Meanwhile  we  must  carefully  avoid  the 
every-day  fallacy  of  believing  all  things  syphilitic 
which  mercury  will  cure. 


CHAPTER  XIX 


RUPIA  AND  LUPUS 

Position  of  iiipiii  amongst  tlic  phenomena  of 
syphilis,  and  on  rnpia-lnpiis. — It  is  not  needful  to 
attempt  to  produce  proof,  by  the  citation  of  cases,  that 
rupia  does  really  occur  in  the  early  periods  of  syphilis. 
It  is  desirable,  however,  to  say  a few  words  as  to  -what  is 
meant  by  rupia,  and  as  to  the  conditions  under  which, 
chiefly,  this  peculiar  and  rare  form  of  eruption  is 
produced.  We  must  not  confound,  under  the  name  of 
rupia,  all  conditions  attended  by  ulceration  and  crust; 
for  this  would  allow  the  inclusion  of  certain  lupoid 
affections  which  do  certainly,  as  a rule,  come  much 
later.  By  rupia  we  mean  an  eruption  consisting  of 
many  distinct  sores,  which  often  begin  as  Jmllse,  and 
which  tend  to  the  production  of  conical  crusts.  There  is 
ulceration  of  the  skin  beneath,  but  it  is  seldom  deep, 
and  there  is  a certain  amount  of  infiltration,  but  never 
much.  The  face  and  limbs  are  its  usual  sites.  Its  sores 
are  always  round,  unless  two  or  more  have  become 
confluent,  and  it  leaves  round  scars.  The  very  fact 
that  it  is  usually  symmetrical  sufficiently  denotes  its 
position  as  one  of  the  secondary  phenomena;  but, 
although  I claim  that  such  is  its  place,  it  is  to  be  clearly 
admitted  that  it  is  never  one  of  the  earliest.  Usually, 
I think,  the  ulcerating  forms  of  eruption,  of  which 
rupia  is  one  and  ecthyma  another,  occur  after  a certain 
amount  of  treatment,  and  after  the  first  eruptions, 
which  were  erythematous  or  papular,  have  quite  dis- 
appeared. Often  there  has  been  an  interval  of  health, 
during  which  all  treatment  has  been  laid  aside.  Very 
often  a peculiarity  in  the  diathesis  of  the  patient  has 
been  implied  by  the  fact  that  his  chancre  inflamed 
and  ulcerated.  Thus  a scar-leaving  eruption  often 
follows  a scar-leaving  chancre. 
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The  belief  that  the  occurrence  of  rupia,  or  other 
ulcerating  eruption,  makes  it  desirable  to  avoid  mer- 
cury and  to  use  only  iodide  of  potassium  is,  I hope, 
fast  losing  its  hold.  Although,  unquestionably,  mercury 
does  sometimes  disagree  in  such  cases,  we  know  that  it 
is  chiefly  a question  of  dose  and  mode  of  use,  and  that 
when  these  are  well  arranged  it  will  almost  always 
cure.  The  addition  of  arsenic  is  often  of  great  value. 

A rupial  sore,  as  a rule,  is  not  serpiginous  : it  does 
not  creep  at  its  edges ; its  crusts,  when  typical,  are  always 
circular.  The  shilling-like  scars  which  it  leaves  are 
well  known.  There  is,  however,  another  and  an  allied 
condition,  possibly  sometimes  a direct  consequence,  in 
which  the  morbid  process  is  allied  to  lupus.  In  this 
the  round  form  of  the  sore  is  lost,  for  the  inflammation 
spreads  at  its  edges  by  local  infection,  and  allows  heal- 
ing in  the  centre.  Thus  a horse-shoe  form  is  assumed ; 
or  it  may  be  that  large  irregular  patches  with  crescentic 
edges  become  involved.  This  condition  (“  rupia-lupus  ”) 
may  last  indefinitely  unless  carefully  treated,  and  it 
often  does  extend  over  several  years.  It  seldom,  I 
think,  originates  cle  novo,  as  a genuine  tertiary,  many 
years  after  the  secondary  symptoms  have  all  dis- 
appeared, but  is  more  commonly  a sort  of  continuation 
of  an  imperfectly  treated  eruption  of  early  date.  It 
has  usually  ceased  to  be  a generalised  eruption,  is  no 
longer  arranged  with  any  tendency  to  symmetry,  and 
is  often  more  amenable  to  local  than  to  internal  treat- 
ment. In  all  these  features  it  occupies  a transition 
position.  The  following  narratives  are  illustrative  : — 

Severe  syphilis  ; rupia  as  a secondary  eruption.  — An  ex- 
ample of  a most  severe  secondary  eruption  occurred  in  the 

case  ol  a Mrs.  , whom  I visited  in  consultation  with 

Mr.  Mills,  of  Covent  Garden.  She  was  confined  to  her  bed. 
and  covered  from  head  to  foot  by  an  ecthymatous  and  rupial 
eruption.  Some  of  the  scabs  were  heaped  up  in  the  limpet- 
shell  form,  but  smaller  in  size  than  the  more  typical  forms  of 
the  rupia  crust.  She  had  been  ill  about  six  weeks.  Her  tonsils 
were  ulcerated,  and  the  pharynx  was  so  sore  that  she  could 
hardly  swallow.  She  was  rapidly  losing  flesh. 

The  history  was  interesting.  Her  husband  had  about  four 
months  before  shown  himself  to  Dr.  Mills  with  an  eruption  on 
his  abdome'n  and  chest,  which  Dr.  Mills  had  at  once  pronounced 
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to  be  syphilitic.  Mr.  denied  having  had  any  chancre,  and 

submitted  to  examination,  with  the  result  that  no  trace  of 
chancre  could  be  found.  He  had,  however,  som^  weeks  ago  ob- 
served slight  discharge  from  the  urethra,  and  redness  at  the 
orifice.  Under  Dr.  Mills’  treatment  by  mercury  the  eruption 
soon  vanished,  and  when  we  met  in  consultation  he  (the  hus- 
band) had  not  a trace  of  disease  left  on  any  part.  I inspected 
his  meatus,  and  could  find  no  indications  of  a sore.  He  quite 
admitted  having  been  exposed  to  risk,  but  related  that  a 
little  redness  at  the  meatus,  lasting  only  a week  or  two,  was  all 
that  he  had  ever  observed. 

There  was  no  history  of  primary  sore  in  his  wife.  A rash 
was  the  first  thing  noticed,  and  this  at  first  was  mild,  and 
soon  disappeared  under  small  doses  of  mercury  with  iodide. 
But  as  it  was  disappearing  a relapse  occurred,  and  the  rupial 
eruption,  which  I have  described,  was  developed.  As  regards 
this.  Dr.  Mills  had  thought  that  the  treatment  made  it  worse, 
and  for  a time  desisted.  There  were  enlarged  glands  in  the 
groins  of  both  husband  and  wife.  The  case  subsequently  proved 
most  difficult  of  management. 

These  two  cases  well  illustrate  a fact  of  everyday  experience, 
that  differences  in  the  severity  of  syphilis  do  not  depend  upon 
differences  in  the  virus,  but  upon  the  idiosyncrasy  of  the 
patient.  How  often  do  we  see  that  a disease  which  amounts 
to  nothing  in  the  husband  affects  with  terrible  severity  the  wife 
who  receives  her  contamination  from  him ! Sometimes  the 
reverse  is  the  case. 

Case  in  proof  that  rupia  may  occur  early,  and  illustrating 
other  points  of  interest ; “rupia-lupus.” — A young  gentleman  in 
good  health,  who  had  never  before  had  any  venereal  complaint, 
contracted  disease  in  the  autumn  of  1870.  He  had  a sharp 
gonorrhoea,  which  was  treated.  At  the  end  of  five  weeks  it 
was  getting  well,  but  the  urethral  meatus,  which  had  been 
very  sore,  now  began  to  ulcerate  deeply.  The  chancre  (for  it 
was  clearly  such)  became  phagedaenic,  and  the  surgeon  ap- 
plied nitric  acid  and  also  gave  mercury.  The  patient  took 
the  latter  only  for  about  a fortnight,  when,  as  he  was  slightly 
salivated,  it  was  left  off  and  never  resumed.  The  sore  required 
much  further  local  treatment,  and  did  not  heal  for  ten  weeks. 
After  it  was  healed  the  patient  thought  himself  well  for  a 
month  or  two,  and  all  treatment  was  laid  aside.  Next  he  had 
a crop  of  mucous  tubercles  on  the  scrotum  and  thighs,  with 
sore  throat.  Then  suddenly  out  came  a tenable  crop  of  rupia. 
The  exanthem  stage  had  probably  been  delayed  by  the  use 
of  specifics,  and  thus  it  came  five  months  after  the  disease  was 
contracted,  instead  of  two,  as  it  would  have  done  had  it  been 
allowed  to  develop  unchecked.  For  the  rupial  rash  he  was 
attended  at  home  by  a very  able  surgeon  at  Bristol,  and  full 
doses  (twenty  grains  three  times  daily)  of  the  iodide  were  given. 
He  was  for  a time  seriously  ill,  and  was  covered  with  large  and 
deep  ulcers.  On  the  scalp,  especially,  the  sores  went  very  deep. 
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but  they  never  actually  laid  bare  the  bone.  Under  iodides,  with 
various  modifications,  he  slowly  improved,  and  when  nearly 
well  took  a voj^ge  in  the  Mediterranean.  Here  he  relapsed, 
and  subsequently  he  returned  home,  covered  with  patches  of 
ulcerating  tubercles.  Let  us  note  that  the  severity  of  the  rupia 
had  now  quite  passed,  most  of  the  former  ulcers  showing 
round  white  scars.  What  he  now  had  was  a kind  of  eruption 
which  occurs  sometimes  as  a true  tertiary,  and  not  infre- 
quently as  r „ermediate  between  the  secondary  or  exanthem- 
stage  and  the  tertiary  phenomena.  It  is  a sort  of  cross  between 
rupia  and  lupus.  It  consisted  in  this  instance  of  large  patches, 
ranging  in  size  from  a crown-piece  to  the  palm  of  the  hand, 
or  even  larger;  tubercular  and  pustular  at  their  borders,  and 
healing  in  their  centres. 

The  patient  whose  case  I have  described  above  came 
under  my  care,  for  the  first  time,  twenty  months  after 
his  chancre.  He  then  had  numerous  large  scars  of 
rupia,  and  many  large  patches  of  the  serpiginous 
tubercular  eruption  which  I have  described  as  “ rupia- 
lupus.”*  He  had  no  disease  of  the  mucous  membranes 
or  throat.  He  finally  recovered. 

Two  cases  In  wliicli  severely  ulcerating  rupia 
occurred  alter  tlie  lirst  outbreak  of  secondary 
eruption  had  passed  away. — There  is  a very  severe 
form  of  rupia  in  which  the  ulcerations  are  deep  and 
coalesce  over  large  surfaces,  and  the  crusts  thus  lose 
the  typical  limpet-shell  form.  Of  this  I have  seen  but 

* It  is  necessary  to  define  our  terms  if  we  would  convey  our  meaning 
with  precision.  By  rupia  I understand  a form  of  dermatitis  which  is 
attended  by  vesicles  that  rapidly  become  bulhe,  and,  ulcerating  super- 
ficially, form  pus-crusts  of  limpet-shell  type.  Its  ulcerations  and  its 
scars  are  never  deep,  and  always  round.  It  differs  from  pemphigus — 
of  which  it  is,  perhaps,  a syphilitic  variant — in  that  the  latter  does  not 
ulcerate  or  form  limpet-shell  crusts  and  does  not  leave  definite  scars. 
From  ecthyma  it  differs  in  that  it  begins  as  a vesicle,  not  as  a pustule, 
and  is  attended  by  much  less  infiltration  of  the  corium  and  less  deep 
ulceration.  Under  the  general  term  lupus  or  lupoid  I designate  all 
forms  of  chronic  serpiginous  dermatitis  which  spread  indefinitely,  destroy 
the  integrity  of  the  corium  and  leave  scars  that  involve  it.  The  patches 
are  irregular  in  shape  and  usually  non -symmetrical  in  distribution.  The 
scars  left  are  never  round  or  of  the  nummular  type.  To  the  substan 
tive  term  lupus,  which  signates  a morbid  process  easy  of  clinical 
appreciation,  may  be  added  any  suitable  adjective  demanded  by  patho- 
logical knowledge  or  habitual  usage ; but  it  is,  I think,  not  convenient 
to  insist,  according  to  modern  innovation,  that  “ lupus”  shall  mean  ex- 
clusively lupus  vulgaris  or  the  lupus  of  tuberculosis.  At  the  same  time,  I 
am  convinced  that  in  most  cases  of  “ syphilitic  lupus  ” there  are  tuberculosis 
antecedents,  and  that  the  conditions  result  from  a pathogenic  partnership. 
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very  few  examples,  and  the  two  which  have  made  the 
most  impression  on  my  memory  were  almost  exactly 
alike.  The  violence  and  the  suddenness  of  the  second 
outbreak  were  in  each  case  most  marked.  The  first 
occurred  to  me  at  the  London  Hospital,  some  forty 
years  ago,  in  the  person  of  a young  man.  I had  treated 
him  for  a mild  attack  of  secondary  symptoms  with  the 
usual  papular  eruption,  and  he  had  got,  apparently, 
quite  well.  He  desisted  from  treatment,  and  I lost 
sight  of  him  for  some  months.  At  the  end  of  that  time 
he  came  back  with  a vesicular  and  bullous  eruption  just 
beginning  on  his  face.  In  conformity  with  the  opinion 
of  those  days  that  mercury  ought  to  be  avoided  for  such 
eruptions,  I gave  him  the  iodide  of  potassium.  The 
eruption  blazed  up  with  extraordinary  quickness,  and 
in  the  course  of  a week  his  whole  face  was  covered  with 
crusts;  there  were  many  also  on  his  limbs.  He  became 
extremely  ill,  was  confined  to  bed  for  several  months, 
and  was  so  much  emaciated  that  we  thought  he  would 
die.  At  first  a mixed  treatment  of  iodide  of  potassium 
and  mercury  was  used,  and  for  a while  this  seemed 
powerless.  Ultimately,  under  the  influence  of  mer- 
cury alone,  the  man  recovered,  but  with  a lamentable 
amount  of  scarring.  Almost  the  whole  of  his  face  was 
involved  in  scars,  and  his  lower  eyelids  were  displaced 
downwards. 

The  exact  counterpart  of  the  above  case  came  under 
my  observation  some  years  later.  A young  gentleman 
of  fortune  suffered  from  primary  disease  at  Christmas, 
1884.  He  had  a sore,  which  was  both  exceedingly  hard 
and  deeply  ulcerated.  This  sore  healed  under  the  influ- 
ence of  full  doses  of  bichloride  of  mercury,  leaving  a 
deep  depressed  scar  in  the  glans.  In  April,  after  about 
three  months’  treatment,  the  remedy  was  laid  aside,  as 
the  patient  appeared  in  excellent  health,  and  had  had 
neither  rash  nor  sore  throat.  Through  the  summer  he 
remained  well,  but  towards  the  end  of  September  what 
he  described  as  “ a slight  red  rash,”  which  lasted  only 
a few  days,  occurred  on  the  chest.  So  far  as  is  known, 
no  specific  treatment  was  used  for  this.  No  sooner  had 
it  faded,  however,  than  some  blisters  appeared  about  his 
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lips,  and,  spreading  with  great  rapidity,  in  the  course 
of  ten  days  or  a fortnight  covered  his  whole  face  and 
neck.  At  the  same  time  others  appeared  on  the  but- 
tocks, and  a week  or  two  later  over  all  his  limbs.  The 
trunk,  with  the  exception  of  the  buttocks,  remained 
free.  The  bullse  then  became  confluent,  and  heaped-up 
crusts,  covering  areas  as  large  as  the  palm  of  the  hand, 
were  formed.  The  ulceration  was  deep,  so  much  so  that 
on  the  back  of  one  hand  the  tendons  were  exposed.  For 
nearly  a month  the  disease  continued  to  develop,  in 
spite  of  the  use  of  specifics.  The  patient  was  confined 
to  bed,  and  was  in  the  most  loathsome  condition.  He 
became  exceedingly  emaciated.  The  treatment  under 
which  he  finally  recovered  was  the  use  of  the  bichloride 
of  mercury  in  doses  of  one-eighth  of  a grain  with  five 
grains  of  iodide  of  potassium,  the  sores  being  dressed 
with  a weak  nitrate  of  mercury  ointment. 

During  the  period  to  which  the  above  notes  refer 
the  patient  was  not  under  my  care,  but  he  was  treated 
by  a very  able  surgeon. 

When  I saw  him  (for  the  first  time)  in  the  early  part 
of  December,  1885,  he  was  still  confined  to  the  house, 
though  not  to  his  bed.  His  face,  with  the  exception  of 
two  small  patches,  one  in  the  middle  of  each  cheek,  was 
wholly  involved  in  scar.  The  lower  lids  were  everted  and 
dragged  down  to  the  utmost  possible  extent.  The  alse 
nasi  were  destroyed,  and  the  contraction  of  the  scar 
around  his  lips  had  everted  the  prolabia,  and  so  fixed 
his  mouth  that  he  could  with  difficulty  open  it.  The 
cicatrisation  of  the  skin  of  his  cheeks  had  so  much  con- 
tracted them  that  it  made  the  mucous  membrane  bulge 
between  his  teeth,  so  that  he  bit  his  cheeks  in  eating. 
The  scars  left  on  his  neck,  shoulders,  arms,  and  hands 
were  very  peculiar;  few  of  them  were  quite  round,  but 
all  were  abruptly  margined,  and  in  many  cases  it  was 
clear  that  they  had  resulted  from  a confluent  group  of 
bullse.  Most  of  them  were  slightly  raised,  and  looked 
as  if  they  were  in  an  early  stage  of  keloid;  but  I was 
assured  that  their  thickness  was  diminishing,  and  not 
increasing.  The  majority  were  of  a deep  purple  colour, 
but  a few  were  quite  pale.  The  scars  on  the  legs  were 
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purple  almost  to  blackness.  The  buttocks  were  covered 
by  a great  number  of  little  button-like  scars,  and  on 
these  parts  there  were  no  large  ones.  The  healing  was 
complete  on  all  parts,  with  the  exception  of  two  or  three 
spots  on  the  legs.  The  symmetry  in  the  arrangement  of 
the  scars  was  almost  absolute. 

Availing  myself  of  more  recent  experience,  I should 
certainly,  in  similar  conditions  to  those  here  described, 
now  add  arsenic  to  the  mercury,  and  also  use  iodoform 
locally. 

Lupus  syphiliticus. — It  may  here  be  convenient 
to  discuss  briefly  the  moot  question  as  to  whether  there 
is  such  a disease  as  “ syphilitic  lupus.”  Our  answer  to 
such  question  must  depend  upon  the  definitions  of  our 
terms.  That  there  are  syphilitic  inflammations  of  the 
skin  which  affect  by  preference  the  parts  most  fre- 
quently attacked  by  lupus,  which  spread  at  their  edges 
just  as  lupus  does,  which,  like  it,  leave  scars,  and, 
even  to  those  most  experienced,  present  throughout  fea- 
tures such  as  render  it  very  difficult  to  decide  whether 
the  condition  is  common  lupus  or  is  due  to  syphilis, 
everyone  will  admit.  These  diseases,  of  which  we  have 
as  great  a variety  as  we  have  of  lupus  itself,  are  to  be 
cured  by  specific  treatment;  and  in  this  they  differ  toto 
ccelo  from  common  lupus.  I fail  to  see  that  any  clinical 
convenience  is  served  by  refusing  to  call  these  affections 
“ syphilitic  lupus,”  using  the  terms  in  the  same  sense 
that  we  speak  of  syphilitic  psoriasis  and  syphilitic 
lichen.  They  are  the  syphilitic  imitations  of  the  typical 
maladies.  The  most  acute  and  rapidly  destructive  of 
these  is  what  has  been  termed  erosive  lupus,  an  almost 
phagcdsenic  affection,  which  usually  attacks  the  nose, 
and  which  is  more  frequently  seen  in  inherited  than  in 
acquired  syphilis.  Good  examples  of  it  are,  however, 
occasionally  seen  in  the  acquired  disease,  and  always,  I 
think,  at  a distance  of  more  than  a year,  and  usually 
of  several  years,  after  the  primary  disease.  From  this 
acute  affection  downwards  we  have  the  most  varying 
degrees  of  severity  in  “ syphilitic  lupus.” 

As  a rule,  all  lupoid  affections  rank  as  tertiary ; 
and  it  would  scarcely  be  too  bold  a generalisation  to 


Plate  9. — Lupoid  Syphilis 

This  plate  is  a reduced  copy  of  an  excellent  one  published  by 
Dr.  Taylor,  of  New  York.  The  patient  was  a young  man 
who  had  suffered  from  syphilis  for  two  years.  The  eruption 
occurred  on  the  face  and  on  the  front  surface  of  the  trunk  as 
well  as  on  the  back.  Dr.  Taylor  writes  : “ The  lesions  began 
as  small  tubercles  scattered  quite  profusely  over  the  trunk. 
These  tubercles  increased  in  area,  and,  when  about  an  inch  in 
diameter,  absorption  took  place  in  the  centre,  leaving  a more 
or  less  atrophic  patch  contained  within  a well-marked  morbid 
ring.  From  this  time  the  lesion  progressed  in  this  ringed 
form  very  much  as  the  serpiginous  syphilide  increases.  . . . 
These  large  gyrate  annular  patches  . . . enclose  integument 
which  is  somewhat  atrophic  from  interstitial  absorption, 
not  from  ulceration.  ...  In  the  end  a whitish,  somewhat 
thinned  skin  was  produced.” 

Respecting  the  type  of  disease  illustrated,  Dr.  Taylor 
remarks:  “This  lesion  is  very  apt  to  become  chronic  and 
indolent,  to  resist  treatment  unless  it  is  very  vigorous.  . . . 
In  this  instance  large  rings  may  be  seen  on  the  shoulders, 
showing  a tendency  to  creep  down  the  arms.” 

It  may  be  allowable  to  suggest  that  this  eruption  has 
its  close  parallel  with  what  is  sometimes  seen  in  multiple 
lupus  of  non-sypliilitic  type,  and  which  is  well  illustrated  in 
my  smaller  Atlas.  In  its  tendency  to  spread  at  its  borders 
indefinitely  (serpiginous)  .and  to  leave  scars,  it  is  clearly 
allied  rather  to  lupoid  (tertiary)  affections  than  to  those 
of  the  secondary  group.  It  differs  only  in  non-essential  features 
from  the  well-known  “horseshoe  patch.” 


Plate  9. 
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say  that  almost  all  the  tertiary  affections  of  the  skin 
are  of  a lupoid  character.  I mean  by  this  that  all 
are  serpiginous,  all  unsymmetrically  arranged,  and 
that  all  leave  scars.  We  have  done  with  roseola, 
psoriasis,  lichen,  and  even  with  rupia ; and  if  the 
skin  at  this  stage  suffers  at  all,  it  will  usually 
be  from  a tubercular  affection  which  creeps  at  its 
edges,  persists  indefinitely  unless  cured  by  treatment, 
and  leaves  scars.  It  is,  in  fact,  an  infiltrating  and 
serpiginous  gumma  of  the  skin.  This  generalisation 
is  a most  important  one,  as  giving  us  a clue  to  the 
character  of  the  affections  of  the  viscera  and  other 
deeply  seated  parts  (hidden  from  view)  which  occur 
in  this  stage.  They,  like  lupus,  may  be  serpiginous, 
the  cell-growth  tending  to  infect  the  edge  of  the 
patch  and  thus  cause  persistent  spreading.  This 
pathological  hypothesis  would  wrell  explain  what  we 
witness  in  such  affections  as  ophthalmoplegia  externa, 
in  which  we  find  indications  of  slowly  spreading 
central  disorganisation,  and  corresponding  external 
paralysis,  the  process  often  going  on  for  years.  The 
same  remark  applies  to  locomotor  ataxy,  concerning 
which  it  is  to  be  admitted  that  it  is  usually  of  specific 
origin.  All  are  locally  serpiginous. 

Not  only  are  all  the  varieties  of  common  lupus  often 
closely  simulated  by  syphilitic  affections,  but  we  have, 
as  I shall  have  to  show  subsequently,  very  deceptive 
imitations  of  the  conditions  know-n  as  lupus  erythema- 
tosus. In  explanation  of  this  close  simulation  of  the 
different  forms  of  lupus  in  the  subjects  of  syphilis,  the 
suggestion  seems  plausible  that  the  tubercle  bacillus 
enters  into  symbiotic  combination  with  the  cell  struc- 
tures under  the  influence  of  the  syphilis.  We  were  one 
day  investigating  at  the  Polyclinic  one  of  the  severest 
cases  of  lupoid  syphilis  which  I have  ever  seen.  The 
man  was  asked  as  to  the  health  of  his  brothers  and 
sisters.  “ I have  none  living,”  he  replied;  “ they  have 
all  died  of  consumption.”  Very  similar  testimony  has 
been  offered  in  many  other  cases. 

Syphilitic  simulations  of  lupus  erythematosus. 
— The  imitation  of  lupus  erythematosus  which  may  be 
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produced  by  syphilis  is  one  of  unusual  interest  as  an 
example  of  pathological  law.  Not  only  are  the  local  pro- 
cess and  clinical  course  closely  simulated,  but  the  special 
regions  affected  by  the  one  are  precisely  those  chosen  by 
the  other.  It  may  affect  symmetrically  the  nose  and 
both  cheeks  and  the  concha  of  each  ear.  It  may  simu- 
late the  non-specific  form  so  closely  as  to  deceive  even 
the  most  skilful.  On  the  other  hand,  when  once  sus- 
picion is  awakened,  there  are  generally  minor  features 
of  difference  to  be  noticed.  The  syphilitic  form  is  as 
persistent  as  the  common  one,  unless  properly  treated, 
and  in  some  cases  is  just  as  slow  in  progress.  It  resists 
specifics  often  in  a remarkable  manner.  Although,  how- 
ever, it  refuses  to  be  cured,  it  is  probably  always  much 
restrained  and  modified  by  specifics. 

I have  seen  many  cases  in  which  the  features  of  lupus 
erythematosus  were  approached  more  or  less  closely  by 
an  inflammation  of  the  skin  due  to  syphilis,  but  I shall, 
for  the  present,  content  myself  by  describing  in  detail 
only  two.  Before  doing  so,  I may  remark  that  in  the  case 
of  one  of  the  most  typical  of  the  examples  of  common 
lupus  erythematosus  published  in  my  Lectures,  the 
patient  was  a gentleman  who  had  suffered  from  syphi- 
lis, and  who  was  constantly  urging  me  to  treat  him 
with  reference  to  it.  He  had  in  the  interval  had  a 
large  healthy  family;  the  chilblain  tendency,  and  the 
injurious  influence  of  exposure  to  cold,  were  in  him 
so  marked  that  I always  refused  to  entertain  a sus- 
picion of  specific  taint.  I may  here  remark  that  it  is, 
I believe,  always  the  existence  of  a chilblain  tendency 
which  predisposes  a patient,  when  suffering  from 
syphilis,  to  exhibit  a counterpart  of  lupus  erythema- 
tosus. In  this  fact  we  have  an  important  proof  of  the 
influence  of  pre-existing  idiosyncrasy  in  modifying  the 
events  of  syphilis. 

The  first  case  which  I shall  mention  is  that  of  a 

Mrs.  , a comely  woman  of  forty-two,  in  good 

health,  and  free  for  long  from  all  indications  of 
syphilis,  excepting  her  lupus.  She  had  been,  twice 
married.  In  the  first  instance,  she  was  at  the  time 
twenty-three  years  of  age  and  in  perfect  health,  but 
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liable  to  suffer  much  from  chilblains.  W ithin  a few 
months  of  her  marriage  she  became  the  subject  of 
syphilis  and  had  a severe  eruption.  So  far  as  she  can 
remember  it  (it  is  now  seventeen  years  ago),  the  patches 
on  her  nose  and  in  her  ears  were  left  when  the 
rest  of  the  symptoms  cleared  off,  and  were  therefore 
part  of  the  secondary  phenomena.  (This,  I may  re- 
mark, is  exactly  the  history  given  by  my  other  patient, 
whose  case  I shall  next  relate.)  The  secondary  eruption 
would  appear  from  her  account  to  have  been  followed 
by  lupoid  sores  on  various  parts.  She  had  them  on 
her  thighs  and  legs,  and  they  left  scars.  She  was 
several  years  under  treatment;  indeed,  she  has  taken 
medicine,  on  and  off,  almost  ever  since. 

At  the  time  of  writing,  after  being  under  my  care 
at  long  intervals  for  eighteen  months,  Mrs.  — — ’s  con- 
dition is  as  follows  : The  bridge  of  her  nose  is  occupied 
by  a scar,  which  is  quite  sound  at  the  lower  part,  but 
at  its  upper  part  and  sides  presents  a red  erythematous 
border.  It  is  a little  thicker  and  more  raised  than  that 
usually  seen  in  lupus  erythematosus.  It  extends  on  the 
sides  of  nose  just  to  the  cheek,  and  is  quite  symmetrical, 
but  the  cheeks  themselves  are  not  involved.  There  is 
no  active  disease  at  present  in  either  ear,  but  the  whole 
of  the  left  ear,  the  helix  as  well  as  the  concha,  is  in  a 
condition  of  thin  scar.  In  the  right  ear  the  scar  exists 
only  in  the  concha. 

The  whole  of  the  lower  lip,  both  prolabium  and 
skin,  is  involved  in  a thin  scar,  which  has  a spreading 
erythematous  edge.  Here,  again,  the  edge  is  a little 
swollen,  and  presents,  in  parts,  a thin  crust.  I do  not 
think  that  anyone  looking  at  this  lip  would  hesitate 
to  pronounce  the  disease  specific,  although  it  might 
be  difficult  to  mention  any  particular  phenomenon  in 
which  it  differed  from  erythematous  lupus. 

The  same  remark  applies  to  the  nose.  There  is  more 
of  inflammation  in  the  parts  still  involved  in  disease, 
and  a more  depressed  scar  in  those  which  it  has  left, 
than  are  usually  seen  in  common  lupus  erythematosus. 

As  regards  the  ears,  there  is  also  a feature  of 
difference,  in  that  on  the  right  side  the  whole  of  the 
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outer  ear  has  been  brought  into  the  condition  of  a 
thin  scar  and  every  trace  of  erythema  has  ceased. 
This  extensive  spreading  and  complete  cessation  are, 
I think,  seldom  seen  together  in  the  non-specific  form 
of  the  disease. 

(One  might  have  been  tempted  to  say  that  a feature 
of  difference  was  to  be  found  in  this  case  in  the  extreme 
slowness  with  which  the  disease  had  spread.  This 
would  be,  however,  in  all  probability,  a mistake,  for  its 
slowness  has  been  due  simply  to  the  fact  that  the  patient 
has  been  constantly  under  treatment,  and  the  disease 
repeatedly  all  but  cured. 

What  I particularly  wish  to  draw  attention  to  in 
this  case  is  that  we  have  in  it  an  example  of  a lupus- 
like form  of  serpiginous  inflammation  of  the  skin,  cer- 
tainly due  to  syphilis,  but  arranged  on  the  pattern  of 
lupus  erythematosus.  Thus,  it  began  on  the  middle  of 
the  nose  and  spread  on  its  sides,  and  next  appeared 
symmetrically  in  the  concha  of  each  ear.  Its  persist- 
ence during  fifteen  years  is  a very  remarkable  feature 
of  resemblance ; especially  when  we  note  that  it  has  held 
its  ground  in  spite  of  long-continued  specific  treatment. 
Had  it  not  been  treated,  however,  probably  it  would 
long  ago  have  covered  the  whole  face,  and  it  is  to  be 
remembered  that  in  the  ears  and  on  the  hands  and  other 
parts  of  the  body  the  remedies  have  effected  a complete 
cure.  Only  on  the  nose  and  lips  does  the  disease  still 
persist. 

Our  patient,  although  now  appearing  to  be  in  good 
health,  suffered  very  much  from  chilblains  in  early 
life,  and  one  of  her  sisters  had  glandular  abscesses.  In 
these  facts  as  to  the  constitutional  predisposition  we 
probably  have  the  explanation  of  the  peculiar  char- 
acter which  her  syphilitic  eruption  has  assumed. 

I must  add,  respecting  treatment,  that  in  my  hands 
the  cauterisation  of  the  patches  with  the  acid  nitrate  of 
mercury  effected  far  more  in  the  way  of  cure  than 
several  months  of  administration  of  the  iodide  of  mer- 
cury had  done. 

My  next  case  is  one  in  which  the  features  of  lupus 
erythematosus  were  still  more  closely  simulated.  The 
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resemblance  to  the  common  form  was  indeed  so  close 
that  for  some  time  I mistook  the  case,  and  even  to 
the  end  there  might  be  held  by  some  observers  to  be 
a doubt  as  to  whether  the  disease  really  was  specific. 
I can  give  no  better  proof  of  the  closeness  of  the 
simulation  than  the  mention  of  this  doubt. 

Lupus  erythematosus  oil  nose  s*n«I  in  ears, 
possibly  syphilitic. — In  this  case,  I believe,  the 
patient,  a woman  aged  about  thirty,  was  shown  at 
the  Museum  at  the  time  of  the  International  Congress 
as  an  example  of  lupus  erythematosus,  and  without  any 
criticism.  She  had  then  a patch  covering  the  greater 
part  of  the  nose,  and  symmetrical  patches  in  the  concha 
of  each  ear.  I was  not  then  aware  that  there  was  a 
history  of  syphilis;  it  was  supplied  subsequently  by 
a surgeon  who  had  attended  her,  and  who  had  been 
treating  her  for  periostitis  of  the  skull  up  to  the 
time  of  admission  under  my  care  to  the  Hospital  for 
Skin  Diseases. 

From  the  date  of  the  Congress,  in  1881,  to  January, 
1884,  I did  not  see  her.  But  during  the  interval  she  had 
been  on  and  off  under  Mr.  Tay’s  care,  and  had  taken 
iodide  of  potassium  and  arsenic  for  long  periods.  The 
result  had  been  that  the  disease  had  been  to  a large 
extent  cured.  The  patches  in  the  ears  were  now  simply 
in  the  condition  of  scar ; on  the  nose  there  was  a con- 
siderable scar,  and  near  its  edges  were  three  or  four 
distinct  crescentic  patches  of  lupus.  It  was  difficult 
to  say  that  these  patches  differed  definitely  from  lupus 
erythematosus,  but  there  was  rather  more  of  thickening 
and  less  of  surrounding  erythema  than  is  usual  in  that 
disease.  The  scar  that  had  been  left  was  attended  with 
more  depression  and  was  much  more  conspicuous  than 
those  usually  seen  after  lupus  erythematosus.  It  ap- 
peared probable  that  the  disease  had  been  kept  in  check, 
but  never  quite  cured,  by  the  iodide  of  potassium 
treatment.  I suggested  that  as  a sort  of  test  of  the 
disease  we  should  cauterise  the  patches.  This  was  done 
on  February  4,  1884,  and  with  excellent  results.  The 
patient  at  this  time  was  in  good  health,  and  the 
tendency  to  nodes  had  long  since  ceased.  The  history 
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was  that  she  had  had  sore  throat  and  eruption  about 
three  years  before  her  first  admission  to  the  hospital, 
in  1881,  and  that  when  the  eruption  disappeared,  the 
spots  on  her  nose  and  in  her  ears  were  developed. 

A general  eruption  of  multiple  lupus  of 
syphilitic  type  in  seventh  year  of  syphilis  coin- 
cidcntly  with  nodes  on  skull  and  immediately 
following  enteric  fever;  cure  by  specifics. — 

Mr. , December  8,  1896.  Enteric  fever  in  June 

last  kept  him  in  bed  six  weeks,  but  it  wras  not  a very 
severe  attack.  (In  India.)  As  he  was  recovering  from 
the  fever  he  observed  “ a sort  of  pustule  ” on  his  left 
thigh  near  the  knee.  This  pustule  was  followed  by 
others,  and  “ a cluster  ” was  produced.  Within  six 
weeks  a general  eruption  had  developed,  which  affected 
chiefly  his  limbs,  but  did  not  wholly  exempt  his  trunk. 
Everywhere  the  eruption  was  of  the  same  type,  a sort 
of  half-pustular  lupus,  the  patches  spreading  at  their 
edges  and  producing  depressed  scars  in  their  centres. 
The  original  one  was  still  the  largest,  and  was  as 
big  as  a crown-piece.  The  others  varied  in  size  from 
shillings  to  fourpenny-bits.  Although  bilateral  and 
general,  they  were  not  accurately  symmetrical,  in 
this  respect  corresponding  with  what  we  observe  in 
multiple  common  lupus.  A brother,  older  than  him- 
self, had  died,  cetat.  thirty,  of  phthisis.  The  subjoined 
schedule  exhibits  in  orderly  arrangement  the  facts 
of  the  case  : — 


YEAR 

AGE 

DETAILS 

1890 

21 

Syphilis,  complete.  Took  mercury  some  months. 

1891 

22 

1 

1892 

23 

j Well;  no  reminders. 

1893 

24 

1894 

25 

In  India;  well. 

1895 

26 

In  India  ; suffered  from  malaria. 

1896 

27 

Enteric  fever  (India).  A general  lupoid  eruption. 

1897 

28 

August  6. — Quite  well. 

Syphilitic  lupus  nfiecting  the  penis.— In  the 

case  of  a Mr.  , aged  twenty-nine  (February  9, 

1884),  who  had  suffered  from  syphilis  eight  years  pre- 
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viously,  the  skin  of  the  whole  penis  and  pubes  was 
implicated  in  lupus  and  reduced  to  the  condition 
of  scar. 

l^ii|»oi«l  ;i  licet  ion  ol  tin*  ylsiiis  penis,  probably 

in  connection  with  *ypliilis. — I attach  considerable 
importance  to  the  generalisation  which  I have  ventured 
to  make  in  other  parts  of  this  work,  that  almost  all  the 
really  tertiary  affections  of  the  skin  and  mucous  mem- 
brane are  lupoid  in  character.  By  this  it  is  meant  that 
they  are  attended  by  a process  of  cell  infiltration  which 
is  contagious  to  the  adjacent  parts,  and  that  they  spread 
at  their  edges  indefinitely,  leaving  scars  where  healing 
has  taken  place.  Sores  of  this  kind  are  never  seen  in 
the  secondary  stage  (with  the  rarest  exceptions),  whilst 
they  are  very  common  at  periods  of  from  five  to  twenty 
years  after  the  primary  disease.  The  mucous  mem- 
branes, as  well  as  the  skin,  are  sometimes  affected  by 
this  form  of  serpiginous  inflammation.  The  difficulty 
of  diagnosis  always  concerns  common  lupus,  and  in 
many  cases  it  is  quite  impossible,  apart  from  history, 
to  determine  whether  the  disease  should  be  considered 
specific  or  not.  I have  seen  it  occasionally  on  the  glans 
penis.  A marked  example  of  this  came  under  my  ob- 
servation in  the  person  of  a surgeon-dentist.  His  glans 
showed  large  patches,  slightly  raised,  and  of  a dusky 
reddish-yellow  colour,  but  not  ulcerated;  where  the  in- 
flammation had  subsided  a scar  was  left.  It  had  been 
present  and  slowly  spreading  for  three  or  four  years. 
At  the  first  consultation  I expressed  my  conviction  that 
it  must  be  syphilitic,  but  my  patient  assured  me  that 
he  had  never  had  any  disease.  He  admitted,  however, 
that  he  had  once  consulted  a surgeon  for  sores  in  the 
throat,  and  had  been  assured  that  they  were  syphilitic. 
On  the  second  occasion  I obtained  better  evidence.  He 
then  told  me  that  he  had  suffered  about  twenty  years 
ago  from  a very  troublesome  sore  on  one  finger,  which 
had  been  caused  by  an  injury  from  one  of  his  instru- 
ments. It  remained  open  for  three  months,  and  a sur- 
geon who  saw  it  thought  that  it  must  be  a chancre.  Not 
long  after  this  he  married,  and  his  wife  and  himself  had 
bad  sore  throats  at  about  the  same  time.  His  wife  bore 
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fifteen  children,  of  whom,  however,  only  four  were  born 
alive,  whilst  of  these  four  only  two  were  reared.  Such 
facts  left  but  little  doubt  that  he  was  really  the  sub- 
ject of  syphilis,  and  that  his  lupoid  patches  were  in 
connection  with  that  taint. 

Syphilitic  lupoid  a lied  ion  ol'  llic  flails  penis. 
— There  is  an  exceedingly  troublesome  affection  of  the 
glans  penis  which  occasionally  follows  some  years  after 
syphilis,  and  which  is,  I think,  a variant  of  lupus. 
It  consists  in  the  development  of  yellowish-brown  spots, 
which  coalesce  into  patches  and  spread  at  their  edges. 
Sometimes  they  ulcerate  and  form  crusts,  but  I have 
never  had  any  trouble  with  cases  in  that  condition. 
They  usually  heal  quickly  under  syphilitic  treatment 
and  the  use  of  an  iodoform  ointment.  When,  however, 
the  patches  are  perfectly  quiet  and  show  only  a little 
thickening  and  yellow-brown  discoloration,  then  I have 
found  the  condition  very  difficult  to  influence  by  either 
local  or  internal  remedies.  In  this  it  much  resembles 
the  more  chronic  forms  of  psoriasis  palmaris  as  we  see 
them  after  syphilis.  In  both  these  affections  mercury 
should  be  pushed  to  salivation. 

I cannot  better  illustrate  these  very  troublesome 

affections  than  by  quoting  the  case  of  Mr.  . Our 

patient  was  a healthy  man  of  fifty-six  years.  He 
had  had  syphilis  thirty  years  before.  Four  or  five 
years  ago  his  prepuce  became  exceedingly  irritable, 
and,  as  he  described  it,  looked  white  on  the  under 
surface  when  reversed.  To  relieve  him  of  this  trouble 
he  was  circumcised  three  years  ago,  and  had  ever 
since  kept  the  glans  exposed.  The  parts,  however, 
never  got  quite  sound,  but  continued  thickened  and 
very  irritable.  On  March  3,  1906,  I saw  him  for  the 
first  time. 

His  condition  at  this  latter  date  was  as  follows  : 
The  exposed  glans  showed  patchy  excoriations  at  various 
parts  and  some  irregular  superficial  scars.  The  remains 
of  the  prepuce,  more  especially  near  the  frsenum,  were 
much  thickened,  and  near  to  the  meatus  there  was  a 
small  ulcer.  The  excoriated  patches  showed  crusts 
which  would  detach  themselves  every  few  days.  He 
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described  the  irritation  as  sometimes  intolerable,  and, 
as  is  often  the  case  with  pruritus  of  the  vulva  or  anus, 
he  located  it  in  certain  definite  spots.  One  of  these 
he  was  very  desirous  that  I should  cut  away,  although 
really  it  was  only  a little  thickened.  He  had  no  skin 
disease,  excepting  a little  seborrhoeic  eczema  on  the 
scalp. 

I advised  him  to  protect  the  exposed  glans  by  a 
wrappage,  to  take  mercury  and  iodide,  and  to  use 
locally  an  iodol  ointment. 

A fortnight  later  I increased  the  frequency  of  doses. 
Six  months  later  he  was  well.  We  had  pushed  the 
mercury  to  slight  ptyalism,  and  no  very  definite  im- 
provement had  occurred  until  this  effect  was  produced. 


CHAPTER  XX 


SYPHILITIC  AFFECTIONS  OF  THE  TESTICLE 

The  testicle,  in  common  with  other  organs  and  struc- 
tures, is  liable  to  two  forms  of  syphilitic  disease.  In 
the  earlier  periods  it  not  unfrequently  suffers  from 
diffuse  cell-infiltration,  attended  with  indications  of  a 
more  or  less  pronounced  state  of  inflammation.  In  the 
more  remote  tertiary  periods  it  is  often  the  seat  of 
massive  depositions  which  more  nearly  approach  neo- 
plasms. There  may  be  all  gradations  between  the  two. 
Indeed,  it  is  probable  that  infiltration  always  precedes 
the  larger  gumma.  The  subjects  of  inherited  taint 
are,  in  relation  to  their  numbers,  equally  prone  to 
syphilitic  sarcocele,  of  the  latter  form,  with  those  in 
whom  the  disease  is  acquired,  and  precisely  similar 
conditions  may  be  met  with  in  both. 

Chronic  enlargement  of  the  testicle. — The  form 
of  disease  most  frequent  is  a diffuse  gummatous  infiltra- 
tion of  the  gland  itself,  occurring  from  two  to  four  years 
after  the  primary  symptoms.  The  gland  may  attain 
a great  size,  and  is  usually  evenly  rounded.  Some- 
times only  one  testis  is  affected,  and  sometimes  both. 
The  tumour  in  many  cases  feels  lighter  than  in  any 
form  of  new  growth,  and  even  than  hydrocele,  but 
in  others  this  is  not  so.  The  vas  deferens  is  seldom 
thickened.  However  large  the  tumour — and  it  may 
reach  the  dimensions  of  two  fists — there  is  always 
much  hope  that  it  may  be  reduced  to  normal  bulk 
by  specific  treatment.  This  form  of  chronic  sarcocele 
may  have  various  terminations.  The  most  ordinary 
one  is  complete  resolution,  leaving  the  gland  some- 
what indurated  and  lumpy,  but  still  more  or  less 
competent  for  its  functions.  In  other  cases  soften- 
ing and  abscess  may  occur,  and  in  others  a con- 
dition of  fibroid  atrophy.  Although  the  most  usual 
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time  for  the  syphilitic  testicle  is  about  the  end  of  the 
second  year,  it  may  happen  either  much  earlier  or 
much  later.  The  earlier  it  occurs  the  greater  is 
probably  the  risk  of  suppurative  inflammation.  In 
the  very  rare  cases  in  which  it  is  met  with  amongst  the 
secondary  phenomena,  it  is  almost  always  associated 
with  great  severity  of  the  disease,  and  with  tendency 
to  acute  inflammation.|  I have  seen  both  testes  in- 
flame and  enlarge  enormously  in  association  with  a 
severe  rupial  eruption  and  phagedaenic  ulceration  of 
the  nose.  Abscess  occurred  around  the  testes,  and  on 
both  sides  the  gland  was  exposed.  These  conditions 
developed  within  six  months  of  the  chancre,  and  before 
it  had  quite  disappeared.  The  patient  recovered 
well  under  specifics,  but  was  left  covered  with  the 
scars  of  his  rupia.  In  another  case,  in  which  a man 
died  with  syphilitic  infiltration  in  the  muscular  sub- 
stance of  his  heart  and  whilst  his  secondary  eruption 
was  still  out,  we  found  similar  disease  in  both  testes. 
Ricord  states  that  he  has  seen  the  testis  affected  in 
syphilis  as  early  as  the  fifth  month,  and  Berkeley  Hill 
records  a case  which  occurred  in  the  sixth  month  in 
association  with  rupia  and  periostitis.  Dr.  Colcott  Fox 
has  published  a case  in  which  a boy  of  five  had  con- 
tracted a primary  sore  on  his  lip.  Before  the  chancre 
had  disappeared  and  while  the  eruption  was  still  out, 
inflammation  of  one  testis  occurred.  The  gland  became 
dense  and  hard,  but  was  painless. 

In  all  the  cases  just  referred  to,  the  body  of  the  gland 
was  the  part  chiefly  or  solely  affected.  Many  observers 
have  noted,  in  the  secondary  stage,  slight  enlargements 
of  the  head  of  the  epididymis,  which  rapidly  disappear 
under  treatment. 

As  a rule,  the  vas  and  the  epididymis  escape  im- 
plication ; but  there  are  many  exceptions,  and  we  can 
by  no  means  rely  upon  the  position  of  the  deposit  as 
a means  of  diagnosis.  It  is  often  exceedingly  difficult 
to  distinguish  between  tubercular  disease  and  syphilis, 
and  the  same  terminations  may  await  both,  with  the 
exception  that  specific  treatment  generally  shows 
marked  effect  in  those  cases  which  are  due  to  syphilis. 
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In  cases  in  which  the  vas  is  enlarged,  examination 
should  always  be  made  as  to  the  state  of  the  urethra. 
Cases  occur  in  which  there  is  a troublesome  stricture, 
and  in  which  enlargement  of  the  vas  appears  to  have 
preceded  the  orchitis  and  to  have  spread  from  the 
urethra,  and  yet  the  resulting  d'°ease  of  the  testis 
is  of  a syphilitic  character.  In  . aese  cases  we  may 
believe  that  the  urethral  irritation  takes  the  part  of  an 
exciting  cause,  and  brings  out  disease  which,  but  for  it, 
might  never  have  been  developed.  In  such  it  is  neces- 
sary to  treat  both  the  constitutional  taint  and  the  local 
cause. 

There  are  certain  rare  cases  in  which  the  vas  and  the 
epididymis  alone  suffer,  and  without  any  evidence  of 
urethral  disease.  The  vas  behind  the  testis  may  become 
greatly  thickened  and  convoluted,  without  any  tendency 
to  abscess  or  formation  of  any  lump,  and  may  so  remain 
for  months  or  even  years  together.  In  some  of  these 
cases  the  history  of  syphilis  is  not  clear  and  the  effect 
of  specifics  not  definite,  but  I believe  still  that  they  are 
usually  in  that  connection,  and  are  to  be  cured  only 
by  efficient  mercurial  treatment. 

Occurrence  of  syphilitic  disease  of  tlie  testis 
after  long  periods  of  health. — Syphilitic  disease  of 
the  testis  may  vary  extremely  as  to  the  conditions  of 
inflammatory  action  which  attend  it.  As  an  example 
of  one  of  the  slightest  forms  I may  mention  the  case  of 
a gentleman  who  consulted  me  many  years  ago  for  a 
few  white  patches  on  his  tongue.  They  had  developed 
rather  suddenly,  and  they  quickly  disappeared  under 
iodide  of  mercury.  He  had  gone  through  syphilis  about 
seven  years  previously.  Six  months  after  leaving  off 
the  treatment  for  his  tongue,  he  came  with  a lump  as 
big  as  a hazel-nut  in  one  epididymis.  It  felt  as  much 
like  tubercle  as  gumma,  but  it  vanished  so  quickly  under 
specific  treatment  that  there  could  be  no  doubt  as  to  its 
real  nature.  It  is  now  thirty  years  since  this  occurred, 
and  the  subject  of  the  case  has  ever  since  led  a most 
active  life,  and  been  wholly  free  from  indications  of 
relapse.  Few  men  have  used  their  brains  more  vigor- 
ously and  unintermittingly  than  he  has,  yet  he  has 
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never  induced  the  slightest  symptom  of  disease  in  his 
nervous  system. 

The  testis  is  one  of  the  organs  which  are  not  un- 
frequently  attacked  suddenly  after  prolonged  periods 
of  absolute  latency,  and  it  sometimes  happens  that 
other  organs  or  structures  soon  follow  in  the  same 
course.  The  two  following  cases,  in  both  of  which  lung 
disease  resembling  phthisis  occurred  simultaneously 
with  syphilitic  sarcocele,  present  features  of  great 
clinical  importance. 

A gentleman,  aged  twenty-four,  contracted  syphilis 
in  Ceylon.  He  had  rash,  sore  throat,  and  loss  of  hair. 
He  was  treated  with  mercury  and  iodides  for  six  months 
and  got  quite  well.  During  the  six  years  next  follow- 
ing he  had  perfect  health  and  never  took  a dose  of 
medicine.  Then  occurred  his  first  attack  of  malarial 
fever,  and  whilst  it  was  on  him  his  right  testis  swelled. 
An  abscess  formed  and  was  opened;  the  result  being 
that  two  months  later  the  whole  testis  was  extruded 
from  the  scrotum.  In  this  condition  specifics  were  com- 
menced, and  a complete  cure  resulted,  though  with  a 
somewhat  hardened  gland.  After  a while,  however,  the 
other  testis  enlarged.  It  also  subsided  under  treatment, 
but  was  left  much  indurated.  About  six  months  after  the 
first  disease  of  the  testis  he  had  haemoptysis,  and  spat  up 
half  a pint  of  blood.  This  recurred  a month  later,  and  he 
lost  flesh,  and  was  thought  to  bo  in  consumption. 

He  was  under  treatment  for  some  time  at  a special 
institution  for  consumption,  and  was  considered  to 
have  definite  lung  disease.  On  leaving  this  institution 
he  came  under  the  care  of  a surgeon  who  treated  him 
for  syphilis,  and  under  the  influence  of  mercury  he  got 
quite  well,  both  as  regards  the  chest  and  the  testis. 

Severe  outbreak  of  visceral  syphilis  twenty  years  after  the 
original  disease  ; symptoms  of  lung  disease  and  great  cachexia ; 
large  sarcocele  ; good  recovery. — A gentleman  at  the  age  of 
twenty-five  had  complete  syphilis.  He  took  mercury  and 
got  well.  Having  been  free  from  symptoms  for  five 
years,  he  married.  Four  children  were  born,  and  remained 
healthy.  He  himself  kept  his  health  till  he  was  forty-one, 
when  he  had  an  enlarged  liver.  Soon  after  this  he  had  cough 
and  expectoration,  and  became  very  thin.  He  was  sent  to 
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Italy  for  the  winter.  During  the  next  year  he  continued 
feeble,  and  was  then  supposed  to  be  the  subject  of  chronic 
phthisis.  When  he  was  forty-four  he  was  sent  to  Algiers,  and 
on  his  return  home  was  so  ill  that  he  was  expected  to  die. 
Suddenly,  now,  one  testis  began  to  enlarge.  He  came  to  me 
with  the  testicle  as  large  as  two  lists.  Its  disorganisation 
appeared  to  be  so  complete,  and  it  was  so  serious  an  encum- 
brance to  him,  that  I advised  its  removal.  I was  especially 
influenced  in  this  decision  by  the  fact  that  he  had  taken  much 
iodide  and  was  in  very  feeble  health.  The  iodide  had  much 
benefited  him  as  regards  his  chest,  but  had  not  materially 
reduced  the  enormous  testis.  Whilst  waiting  for  his  decision 
as  to  the  proposed  operation,  I ordered  mercury.  Under  this 
remedy  improvement  at  once  set  in.  The  result  was  that  his 
testis,  after  a few  months,  had  returned  to  its  natural  size, 
and  that  all  his  chest  symptoms  had  vanished.  This  cure  was 
in  1882,  and  its  subject  was  several  years  later  in  sound  health. 

A curious  fact  remains  to  be  mentioned.  It  is  this:  that 
whilst  under  the  mercxirial  treatment,  and  when  the  testis  first 
involved  wras  rapidly  diminishing,  the  other  began  to  enlarge. 
It  increased  to  a moderate  size,  and  then  subsided. 

There  can  be  little  doubt  that  in  this  instance  the 
pulmonary  lesions  had  been  of  a syphilitic  nature.  I 
cannot  quote  any  stethoscopic  data  of  my  own,  but 
the  patient  had  been  examined  by  distinguished  special- 
ists before  he  was  sent  abroad,  and  was  considered  to 
be  the  subject  of  advanced  lung  disease.  Of  this  he  has 
not  now  for  several  years  had  any  symptoms. 

The  case  may  serve  as  a good  example  of  what  we 
not  unfrequently  witness  : a severe  outbreak  of  tertiary 
symptoms  after  a long  period  of  good  health.  Nearly 
twenty  years  had  elapsed,  during  which  a healthy 
family  had  been  born.  Then  the  disease  attacked  in 
succession  several  viscera,  the  liver,  the  lungs,  and  the 
testis,  not  affecting  any  external  part.  The  cure  carries 
with  it  a clear  lesson,  that  in  all  obscure  diseases  of 
viscera  in  those  who  have  at  some  former  time  suf- 
fered from  syphilis,  we  ought  to  try  the  effect  of 
mercury  as  well  as  the  iodides. 

<»iiniinata  in  flic  testes  from  inherited  syphilis. 
— Gummata  in  the  testes  of  young  children  who  inherit 
syphilis  are  not  very  uncommon.  I possess  an  excellent 
drawing  showing  this  condition  in  a boy  who  had  also 
gummata  in  one  lung  and  notched  teeth.  ( See  the  New 
Sydenham  Society’s  “Atlas.”) 
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Plate  10.— Tertiary  Lesions  of  Bones  and  Testes  in  the 

same  Patient 

The  specimens  depicted  were  obtained  from  a dissecting-room 
subject.  The  man  was  apparently  about  thirty  years  of 
age  and  had  died  of  ascites.  An  interesting  feature  was  that 
the  conditions  occurred  in  precise  bilateral  symmetry,  the 
testes  and  the  bones  being  exactly  alike  on  the  two  sides. 
There  were  large  nodes  on  the  lower  parts  of  the  femora, 
and  the  whole  length  of  the  tibiae  on  both  sides  was  roughened 
and  thickened  by  new  deposit  of  bone.  In  both  testes  were 
large  gumma  masses  which  were  restricted  to  the  body  of  the 
gland.  The  conditions  which  characterise  these  lesions  are 
well  shown.  That  they  should  have  been  developed  on  both 
sides  is  exceptional  but  by  no  means  extremely  unusual.  It 
probably  implies  that  the  time  intervening  between  the 
secondary  and  tertiary  stages  had  been  but  short. 

(From  a paper  by  the  late  Mr.  Canton  in  Path.  Soc.  Trans.,  vol.  xiii.) 
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In  1881,  Mr.  Furneaux  Jordan  wrote  to  me  that  he 
had  just  removed  a testis  for  “ so-called  strumous 
disease  ” from  a man,  aged  thirty-eight,  who  had  many 
nodes  and  the  most  markedly  notched  teeth  that  he  had 
ever  seen.  There  were  eight  or  nine  separate  nodes  on 
the  skull,  one  on  each  tibia,  and  a very  large  one  on  the 
right  humerus.  His  physiognomy  was  characteristic. 
There  was  no  history  of  acquired  syphilis. 

An  interesting  example  of  syphilitic  disease  of  the 
testes  in  connection  with  hereditary  taint  in  the  second- 
ary stage  was  brought  before  the  Pathological  Society 
by  Dr.  Wilks  in  February,  1865.  The  infant  was  five 
months  old  and  was  suffering  from  the  ordinary  symp- 
toms of  syphilis.  Both  his  testes  were  much  enlarged. 
Three  months  after  the  exhibition,  under  mercurial 
treatment,  all  symptoms  had  disappeared  and  the  testes 
had  returned  to  their  natural  size. 

Dr.  Beetham  Bobinson  has  recorded  in  the  Trans- 
actions of  the  Pathological  Society  for  1896  (vol.  xlviii. 
p.  146)  the  following  facts  : A child  aged  nearly  four 
months  died  during  an  attack  of  diarrhoea  whilst  under 
mercurial  treatment  for  congenital  syphilis.  Both 
testes  were  enlarged,  of  stony  hardness,  and  quite  smooth. 
They  were  removed  at  the  autopsy  for  examination. 
There  was  some  fluid  in  both  vaginal  sacs.  Histologi- 
cally, there  was  very  marked  thickening  of  the  tunica 
albuginea  and  of  the  septa,  a diffuse  cellular  infiltra- 
tion arranged  generally  in  circles  around  the  tubes. 
In  some  places  this  had  developed  into  laminae  of  firm 
fibrous  tissue,  with  almost  complete  dwindling  of  the 
glandular  structure.  The  vessels  were  in  parts  abnor- 
mally enlarged.  In  the  epididymis  similar  changes  were 
to  be  seen,  and  the  increase  of  fibrous  tissue  was  even 
more  developed  than  in  the  body  of  the  testis. 

A fasciculus  of  the  New  Sydenham  Society’s  “ Atlas 
of  Pathology  ” is  devoted  to  diseases  of  the  testis.  It 
contains  illustrations  of  all  forms  of  syphilitic  affection 
of  that  organ.  One,  in  particular,  may  be  mentioned 
showing  gummata  in  connection  with  inherited  taint. 


CHAPTER  XXI 


SYPHILITIC  AFFECTIONS  OF  THE  MOUTH,  TONGUE, 

AND  LARYNX 

Although  I have  in  various  parts  of  this  work  men- 
tioned incidentally  the  affections  of  the  mouth  and 
throat  which  occur  in  syphilis,  yet  it  seems  desirable 
to  devote  a little  more  space  to  their  special  con- 
sideration. 

Amongst  the  earliest  and  most  common  of  the 
secondary  symptoms  we  have  sore  throat,  and  the  part 
affected  is  almost  invariably  in  the  first  instance  the 
tonsil.  The  symmetrical  kidney-shaped  ulcers  which 
are  seen  in  these  organs  were  described  by  Hunter.  In 
many  cases  these  sores  are  quite  painless,  and  in  not  a 
few  they  are  very  transitory.  It  occurs  to  the  surgeon, 
not  unfrequently,  to  be  assured  by  a patient  that  he  has 
no  sore  throat,  and  yet  to  find  on  inspection  that  there 
are  very  definite  conditions  present;  and  yet  more  fre- 
quently to  have  the  history  of  past  sore  throat  given,  and 
be  unable  to  discover  any  remaining  appearances.  It 
is  only,  however,  in  the  very  early  stages  of  syphilis 
that  this  spontaneous  disappearance  is  observed.  Very 
frequently,  as  a parallel  to  what  we  have  noticed  in 
the  skin  eruptions,  a much  more  severe  form  of  tonsil- 
litis follows  it.  In  these  recurrences  the  inflammation 
spreads  from  the  tonsils  to  the  pillars  of  the  fauces, 
and  up  to  the  base  of  the  uvula.  Extensive  superficial 
abrasions  are  produced,  the  margins  of  which  are  a 
vivid  red,  and  the  surfaces  covered  by  a yellowish-grey 
secretion.  This  secretion  not  rarely  becomes  definitely 
pellicular,  and  the  slightest  attempt  to  scrape  it  off 
makes  the  surface  bleed.  By  these  features  the  con- 
ditions may  usually  be  distinguished  from  those  of 
certain  rare  cases  of  chronic  pellicular  or  diphtheritic 
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pharyngitis  which  closely  resemble  syphilis,  but  are  not 
due  to  it.  In  these  latter  a thick  coherent  pellicle  may 
be  peeled  off  without  causing  bleeding. 

The  form  of  acute  syphilitic  pharyngitis  which  I 
have  just  described  is  attended  with  great  pain  on 
swallowing.  It  is  often  coincident  with  a severe  attack 
of  syphilis,  as  denoted  by  a copious  eruption,  which  to 
some  extent  resists  treatment,  and  is,  I think,  often  seen 
in  patients  to  whom  mercury  has  been  given  too  vigor- 
ously at  first.  Its  treatment  is  difficult,  for  mercury 
often  appears  to  aggravate  it,  and  must  be  used  with 
great  caution. 

Together  with  the  pharyngitis,  there  are  often  seen 
abrasions  with  inflamed  edges  and  glutinous  secretion 
on  their  surfaces  in  the  pouches  of  the  cheeks,  the  lining 
membrane  of  the  lips,  and  the  commissures  of  the 
mouth.  In  the  cheeks  they  are  always  especially 
marked  both  behind  and  around  the  last  molar  tooth. 
On  the  tongue,  also,  similar  patches  more  or  less  sym- 
metrically arranged  are  often  seen.  In  some  patients 
the  mucous  membrane  of  the  mouth  suffers  very  severely 
while  the  skin  is  almost  exempt.  But  in  many  the 
severity  of  the  disease  is  marked  by  extensive  lesions 
in  both  structures.  It  is,  perhaps,  a good  rule  of 
practice  that  when  sores  of  unusual  extent  are  seen  in 
the  mouth,  after  mercurial  treatment  has  been  tried 
for  some  time,  iodide  of  potassium  should  be  given  in 
its  stead.  The  prescriber  must,  however,  be  prepared 
to  revert  to  the  stronger  specific  after  a while.  The 
local  application  of  solutions  of  chromic  acid  or  nitrate 
of  silver  are  often  of  great  service.  A certain  slight 
amount  of  enlargement  of  the  lymphatics  in  the  back  of 
the  neck  is  to  be  expected  as  a consequence  of  inflamed 
throat.  But  though  it  may  persist  for  long,  it  never 
advances  to  any  high  degree.  The  absence  of  any  severe 
gland  affection  in  connection  with  lesions  of  the  second- 
ary type  is  one  of  the  features  in  which  they  contrast 
most  definitely  with  those  of  the  primary  class. 

It  is  not  necessary  to  say  much  as  to  primary 
chancres  in  the  mouth.  They  may  occur  on  the  lips, 
on  the  tongue,  in  the  cheeks,  or  on  the  tonsils.  They 
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are  always  to  be  distinguished  from  sores  of  the  second- 
ary class  by  the  circumstance  that  they  are  single,  and 
that  they  are  attended  by  definite  swelling  of  the 
lymphatic  glands  of  the  same  side.  They  also  usually, 
but  not  always,  present  peculiar  features  as  regards 
induration  and  thickening.  In  several  atlases  delinea- 
tions are  given  of  primary  sores  on  the  tongue,  the 
circular  form  of  which,  and  the  elevated  edges,  are 
very  characteristic. 

During  the  secondary  stage  it  is  not  at  all  uncommon 
to  witness  the  growth  of  papillomata  on  the  surface  of 
the  tongue,  and  I have  already  more  than  once  men- 
tioned them  as  good  evidence  that  syphilis  can  cause 
growth  of  normal  structures,  as  well  as  inflammatory 
infiltrations.  They  are  almost  always  restricted  to  the 
dorsum  and  posterior  part  of  the  organ.  The  reason 
of  this  probably  is  that  this  is  the  region  most  exempt 
from  pressure  when  the  tongue  is  at  rest  in  the  mouth. 

After  the  attack  of  more  or  less  severe  pharyngitis 
and  stomatitis  which  occurs  in  the  secondary  period 
has  once  passed  away,  it  never  returns  in  the  same 
form.  Nothing,  however,  is  more  common  than  for 
slight  relapses  to  be  witnessed,  and  in  these  the  tongue 
is  especially  apt  to  be  the  part  affected.  A very  marked 
difference  is  now  observed  in  the  liability  of  the  two 
sexes,  men  being  much  more  prone  than  women  to  suffer 
from  persisting  or  repeatedly  relapsing  sores  of  the 
tongue  and  throat.  This  difference  is  no  doubt  due  to 
the  habit  of  smoking,  the  hot  tobacco  fumes  exercising 
a very  definite  influence  in  localising  and  exciting  the 
morbid  processes.  In  many  cases  it  is  impossible  to 
cure  the  mouth  while  the  patient  continues  to  smoke. 
Other  local  influences  also  take  their  share,  such  as 
broken  teeth,  ill-fitting  tooth-plates,  and  amalgam 
stopping.  Patients  suffering  from  recurrent  stomatitis 
should  be  warned  not  to  drink  beverages  containing 
carbonic  acid,  and  should  also  avoid  cheese,  sugar, 
fruits,  and  all  articles  of  diet  which  make  the  mouth 
smart.  In  exceptionally  persistent  cases,  if  any  teeth 
are  stopped  with  amalgam,  it  should  be  removed  and 
gold  substituted. 


Plate  ll.— Papillary  Growths  on  Tongue 

This  plate  is  given  in  order  to  illustrate  the  fact  that  the  poison  of 
syphilis  may  cause  not  only  various  forms  of  inflammatory 
action,  but  also  simple  hypertrophic  overgrowth.  It  repre- 
sents the  conditions  which  were  present  on  the  tongue  of  a 
patient  who  was  in  the  secondary  stage.  A group  of  overgrown 
papilla?  is  seen  on  the  middle  of  the  posterior  third  of  the 
dorsum.  The  papilla?  are  rendered  white  by  the  accumulation 
of  fur.  It  will  be  at  once  realised  that  this  is  the  region 
which  is  least  exposed  to  either  friction  or  pressure  during  the 
movements  of  the  tongue  in  the  mouth,  and  from  which  fur 
is  least  often  absent.  Thus  the  upgrowth  of  the  papillae  is 
favoured,  and  conditions  such  as  here  shown  are  occasionally 
seen.  They  have  their  analogue  in  the  crops  of  syphilitic 
warts  which  sometimes  occur  on  the  genitals  and  wither 
under  the  influence  of  mercury.  In  rare  instances,  secon- 
dary eruptions  on  the  naked  skin  assume  more  or  less  the 
papillary  type,  even  in  European  syphilis,  whilst  in  the 
tropics  this  type  is  common.  Condylomata  are,  of  course, 
examples  of  the  same  tendency  with  modifications.  Exam- 
ples of  this  occurrence  were  given  in  the  first  edition  of  this 
work,  and  some  excellent  illustrations  of  it  have  since  been 
published  in  Chotzen’s  valuable  Atlas  of  Syphilis. 
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Plate  12. — Eruption  on  Tongue  in  Secondary  Stage 

This  illustration,  copied  from  Chotzen’s  Atlas,  is  designed  to 
prove  the  development  of  papillary  (frambcesiform)  eruption 
on  the  hack  of  the  tongue.  These  papillary  growths  usually 
occur  on  the  back  of  the  tongue,  for  the  reason  that  this  part 
is  exempt  from  friction  in  eating,  and  from  pressure  when  the 
tongue  is  at  rest  in  the  mouth.  It  will  be  seen  that  on  the 
anterior  two-thirds  of  the  organ  the  eruption  takes  the 
form  of  scattered  superficial  sores  w ith  scarcely  any  tendency 
to  papillary  growth.  It  may  be  here  counted  as  a form  of 
psoriasis.  The  plate  is  valuable  as  illustrating  the  influence 
of  locality  in  determining  the  character  of  a secondary 
eruption. 


Plate  13. — Ectropium  of  Lips 

The  portrait  here  given  is  that  of  a patient  who  had  suffered 
from  stomatitis  in  connection  with  constitutional  syphilis. 
There  had  been  chronic  sores  on  the  inside  of  the  lips  which 
had  proved,  as  usual,  very  intractable,  and  had  induced  a 
condition  of  solid  (edema  of  the  whole  lip  with  eversion  of  the 
prolabinm.  The  early  treatment  had  no  doubt  been  inefficient 
and  probably  was  neglected  ; very  possibly  there  had  been 
recurring  attacks  of  herpes. 

In  the  stage  here  represented,  specifics  are  often  of  but 
little  use,  and  the  only  adequate  measures  are  either  excision 
in  a long  strip  of  almost  the  entire  thickness  of  the  prolabium, 
or  its  destruction  by  the  liberal  use  of  the  actual  cautery. 
At  the  same  time  constitutional  measures,  mercury  and 
iodide,  should  not  he  omitted. 
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The  lips. — A very  troublesome  form  of  chronic  in- 
flammation of  the  lips  sometimes  follows  syphilis. 
It  is  met  with  chiefly  in  men,  but  not  exclusively. 
Its  origin  appears  to  be  usually  from  recurring  sores 
of  the  mucous  surface,  possibly,  in  some  instances, 
of  herpetic  character,  and  sometimes  perhaps  due  to 
mercury.  Finally  the  whole  lip  becomes  the  seat  of 
solid  oedema  or  hypertrophy.  The  prolabium  is  ex- 
panded, and  the  lips,  especially  the  lower  one,  are 
everted.  A condition  of  pronounced  ectropium  may 
result.  The  mucous  follicles  are  much  enlarged,  and 
discharge  a glairy  fluid  upon  the  exposed  surface. 
This  implication  of  the  mucous  glands  has  induced 
Volkmann,  of  Halle,  to  describe  the  affection  as 
cheilitis  glandularis.  In  severe  cases  the  later  stage, 
ectropium  labialis,  is  exceedingly  disfiguring.  Specific 
treatment  is  of  little  avail,  and  may  even  aggravate. 
Great  benefit  may,  however,  result  from  a free  excision 
of  the  inner  half  of  the  prolabium  and  adjacent 
mucous  membrane,  or  by  the  liberal  use,  with  similar 
object,  of  the  actual  cautery. 

The  larynx. — During  the  secondary  stage  of 
syphilis,  if  the  symptoms  have,  under  imperfect  treat- 
ment, been  allowed  to  develop,  the  mucous  membrane 
of  the  larynx  may  share  in  the  general  liability  to 
local  congestion.  The  symptoms  are  not,  even  by  the 
aid  of  the  laryngoscope,  easily  distinguishable  from 
those  of  catarrh.  Under  proper  treatment  they  are 
usually  quite  transitory.  Small  superficial  ulcers  may 
occasionally  be  observed,  which  are  possibly  herpetic 
in  nature,  and  which  seldom  last  long.  Later  on,  more 
troublesome  ones  may  occur,  the  symptoms  produced 
depending  upon  the  precise  part  affected.  In  a yet 
later  stage,  gummatous  infiltration  may  be  followed 
by  destructive  ulceration,  and  a condition  serious  in 
itself  and  its  consequences  may  result.  If  not  speedily 
arrested,  cicatrices  and  stenosis  may  follow,  and  re- 
spiration may  be  seriously  impeded. 

In  addition  to  efficient  specific  treatment,  the  local 
application  of  iodoform  should  be  perseveringly  carried 
out.  If  severe  paroxysms  of  dyspnoea  have  occurred, 
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an  anticipatory  tracheotomy  should  be  performed,  and 
in  some  instances  it  may  be  needful  to  retain  the 
cannula  permanently.  Cases  in  which  such  measures 
come  under  consideration  are,  however,  extremely  rare. 
In  cases  in  which  diagnosis  is  difficult  it  will  usually 
concern  tuberculous  affections,  and  in  them  the  micro- 
scope may  be  of  great  use  by  demonstrating  the 
presence  of  the  tubercle-bacillus. 

In  rare  instances  there  may  arise  much  doubt  as 
to  the  diagnosis  between  syphilis  and  cancer.  In 
reference  to  these  the  patient’s  history  must  not  be 
trusted,  for  syphilitic  antecedents  are  often  introduc- 
tory to  malignant  neoplasms.  The  results  of  vigorous 
treatment,  both  local  and  general,  will  be  more  in- 
structive, but  there  must  be  no  unnecessary  delay. 

The  tongue. — The  diseases  of  the  tongue  which  are 
met  with  after  the  secondary  period  show  considerable 
variety  in  their  forms.  A common  affection  of  the 
tongue  from  syphilis  is  witnessed  at  intervals  of  from 
two  to  six  or  ten  years  after  the  occurrence  of  the 
disease,  and  is  of  the  nature  of  superficial  sclerosis. 
From  it  women  and  non-smokers  are  almost  wholly 
exempt.  It  consists  in  the  formation  in  the  first  in- 
stance of  ill-defined  patches  on  each  side  of  the  dorsum 
of  the  organ,  which  become  smooth  and  of  a silvery 
white.  If  the  habit  of  smoking  be  continued  the  patches 
gradually  indurate  and  thicken  more  and  more  until 
they  present  dense  white  leathery  plates,  the  so-called 
“ichthyosis  of  the  tongue.”  The  state  first  described 
is  at  no  stage  to  be  considered  as  wholly  syphilitic, 
and  all  its  conditions  may  be  produced  in  great  per- 
fection in  those  who  have  never  suffered  from  that 
disease.  It  is  in  reality  the  “smoker’s  tongue.”  But 
I do  not  think  there  can  be  any  doubt  that  those  who 
have  suffered  from  a specific  glossitis  are  far  more 
prone  to  it  than  others.  When  the  condition  has 
advanced  to  sclerotic  atrophy  it  is  too  late  to  expect 
any  benefit  from  the  internal  use  of  specifics.  Whilst 
a diffuse  lumpy  condition  of  the  tongue  is  a very 
common  consequence  of  syphilis,  swellings  that  can 
be  classed  as  true  gummata  are  rare.  Occasionally, 
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however,  we  see  a well-defined  swelling  which  is  of  this 
kind  form  in  the  muscular  substance  of  the  organ. 
These  large  gummata  may  now  and  then,  by  their 
hardness,  simulate  malignant  growths;  they  always, 
however,  answer  very  quickly  to  the  iodide  of  potas- 
sium, and  the  diagnosis  is  thus  easily  established. 
Syphilitic  lesions  of  the  tongue  are  at  all  stages, 
but  especially  in  that  of  sclerosis,  very  liable  to  take 
on  cancerous  action.  It  is  scarcely  possible  to  repeat 
this  assertion  too  emphatically.  In  such  cases  some 
benefit  is  almost  always  obtained  by  giving  the  iodide, 
and  both  patient  and  surgeon  may  easily  be  lulled  into 
false  security.  If  the  ulcer  be  syphilitic  only,  it  ought 
to  be  quickly  cured  by  specifics,  and  not  merely  made 
cleaner  and  less  painful. 

In  the  tertiary  stage  of  syphilis,  and  indeed  at 
any  period  after  the  secondary,  acute  phagcdsenic  in- 
flammations may  occur  in  connection  with  the  mouth. 
They  are  most  common  in  the  soft  palate,  and  not 
unfrequently  destroy  it.  But  they  may  involve  also 
the  pharynx,  tongue,  and  larynx.  They  are  seen  both 
in  the  inherited  and  the  acquired  forms  of  syphilis,  but 
are  more  common  in  the  latter.  The  rapid  destruc- 
tion of  parts,  the  swelling  and  the  acute  inflammation 
present,  usually  denote  with  sufficient  clearness  the 
nature  of  the  disease.  The  most  vigorous  treatment  is 
necessary ; iodide  of  potassium  should  be  pushed,  and 
iodoform  liberally  applied  by  insufflation  and  tampon. 
As  a rule,  when  sound  healing  has  once  occurred,  no 
relapse  need  be  feared.  Destruction  of  the  epiglottis, 
stenosis  of  the  larynx,  and  now  and  then  almost  entire 
occlusion  of  the  pharynx,  with  posterior  adhesions  of 
the  velum,  are  amongst  the  lamentable  consequences 
of  these  attacks.  They  occasionally  necessitate  the 
performance  of  tracheotomy  and  the  permanent  use 
of  the  cannula. 

It  remains  to  state  that  herpetic  affections  of  the 
throat  and  mouth  are  not  by  any  means  uncommon 
in  connection  with  syphilis.  They  are  sometimes  very 
troublesome  on  account  of  their  tendency  to  recur 
after  very  short  intervals,  and  they  always  distress 
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the  patient  by  making  him  think  that  he  is  not  cured. 
They  may  be  diagnosed  from  other  forms  of  syphilitic 
sores  by  the  observation  that  they  are  rarely  bilateral, 
but  are  usually  restricted  to  one  side  of  the  palate 
or  pharynx.  Although  a tendency  to  spontaneous 
cure  is  always  present,  yet  herpetic  sores  on  the 
palate,  after  syphilis,  are  prone  to  last  much  longer 
than  herpes  usually  does  on  other  parts.  It  is  doubtful 
whether  the  use  of  specifics  does  much  to  prevent  the 
liability  to  herpes  of  this  kind.  At  any  rate,  quinine 
or  arsenic  ought  always  to  be  given  in  combination 
with  them.  Even  when  given  alone  these  remedies  will 
usually,  if  continued,  suffice  to  prevent  recurrences. 

To  sum  up.  The  tongue  presents  us  sub  oculo 
with  an  epitome  of  syphilitic  processes.  On  its  surface 
primary  sores  may  exhibit  their  most  characteristic 
features,  and  they  may  be  followed  in  due  course  by 
characteristic  eruptions  on  the  skin.  We  have  also  in 
the  secondary  stage  a demonstration,  seldom  to  be 
seen  elsewhere,  of  the  very  important  fact  that  the 
protozoon  may  stimulate  growth,  for  crops  of  well- 
formed  warts  may  appear,  placed  symmetrically  on 
the  back  part  of  its  dorsum.  In  sequence  to  these, 
.patches,  usually  one-sided,  may  recur  frequently,  which 
are  obviously  allied  to  herpes.  We  have  also  the 
curious  phenomenon  of  temporary  atrophy  of  the  fili- 
form papillae  in  patches,  producing  one  form  of  what 
is  known  as  the  “ringworm  tongue.”  At  all  subse- 
quent periods  we  may  often  witness  demonstrations  of 
the  law  under  which  tissues  that  have  once  suffered 
from  syphilitic  inflammations  remain  vulnerable  ever 
afterwards.  Thus,  tobacco-smoke,  effervescent  drinks, 
or  broken  teeth  may  produce  results  which  would  not 
otherwise  have  followed.  Under  the  influence  of  these, 
conditions  of  diffuse  atrophy  occur,  to  be  followed  by 
sclerotic  growth,  and  to  end  not  infrequently  in  cancer. 
Finally  must  be  mentioned  the  liability  to  the  forma- 
tion of  large  tumour-like  gummata,  which  may  most 
deceptively  simulate  malignant  new  growths.  As  re- 
gards treatment,  also,  what  we  may  see  in  the  tongue 
is  often  most  instructive.  The  wart-like  hypertrophies 
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waste  away  under  mercury,  whilst  the  shrivelled  normal 
papillae  grow  again ; herpetic  sores  are  cured  by  quinine, 
and  the  tumour-gumma  melts  under  iodide  of  potas- 
sium, like  a hard  snowball  on  a sunny,  day. 

The  following  notes  describe  a very  exceptional 
syphilitic  eruption  on  the  tongue,  of  which  a good 
portrait  is  preserved  in  my  Clinical  Museum  : — 

Eruption  on  the  tongue  of  peculiar  character  nearly  three 

years  after  syphilis.  — Mr.  , a tall,  rather  pale  man,  who 

lived  freely. 

November,  1890. — A chancre  with  double  bubo  which  did 
not  break;  eruption  and  sore  throat  cured  by  a two  months’ 
course  of  mercury  under  Dr.  F . 

During  1891-92.- — Quite  well. 

March  24,  1893. — A most  peculiar  eruption  on  the  tongue. 

The  eruption  consisted  of  a number  of  white  dots,  twenty 
or  more,  scattered  with  tolerable  symmetry  over  the  front  half 
of  his  tongue,  which  was  partially  denuded  of  fur.  They 
were  slightly  elevated,  and  distinctly  rough  to  the  touch. 
They  were  of  the  nature  of  the  filmy  patch,  but  were  very 
small — mere  dots,  and  not  patches.  They  had  been  developed, 
he  said,  within  the  last  four  months,  and,  coincidently  with 
them,  some  small  scaly  rings  had  formed  on  his  scrotum.  The 
latter  condition  made  me  feel  sure  that  the  disease  was 
syphilitic.  It  will  be  seen  that  there  had  been  an  interval  of 
about  two  years  since  his  treatment.  I prescribed  the  solution 
of  the  bichloride  of  mercury  in  doses  of  a drachm  and  a half. 
This  was  on  March  24.  He  came  to  me  again  on  April  11, 
with  his  tongue  so  well  cured  that  it  was  only  with  great  diffi- 
culty that  I could  find  the  sites  where  some  of  the  spots  had 
been.  All  the  appearances  depicted  in  a drawing  made  by 
Mr.  Burgess  on  March  24  had  disappeared,  and  anyone  seeing 
the  tongue  for  the  first  time  would  have  taken  it  for  a per- 
fectly normal  one. 

It  may  be  useful  to  recapitulate  the  various  con- 
ditions referi’cd  to  in  connection  with  the  tongue,  and, 
in  passing,  to  say  a few  words  about  each,  leaving  all 
details  to  the  descriptions  of  cases  or  of  drawings. 

Primary  chancres  usually  occur  near  to  the  tip. 
They  are  caused  by  pipes,  drinking-vessels,  or  immoral 
practices,  and  are  usually  attended  by  a bubo  under 
the  angle  of  jaw  or  in  the  floor  of  mouth. 

Secondary  eruptions  occur  in  association  with 
general  symmetrical  eruptions  on  the  rest  of  the 
body,  and  often  with  those  in  the  palms.  They  are 
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symmetrically  placed,  and  easily  curable  by  mercury. 
They  constitute  a true  syphilitic  psoriasis. 

Piipilliiry  growths,  for  obvious  reasons,  are  seen 
chiefly  on  the  back  of  the  tongue,  since  it  is  in  this 
position  only  that  the  surface  is  exempt  from  pressure 
and  friction  against  the  palate.  They  are  usually 
attended  by  smooth  patches  of  psoriasis  on  the  front 
parts  of  the  dorsum.  They  disappear  when  mercury 
is  given. 

The  meaningless  term  of  “ mucous  patch  ” is 
usually  given  to  well-margined  patches  of  super- 
ficial abrasion  which  occur,  often  in  groups  of  two 
or  three  together,  on  the  tongue  or  inside  the  lips  or 
cheeks,  and  are  seldom  seen  in  bilateral  symmetry. 
They  sometimes  seem  to  be  aggravated  if  not  caused 
by  mercury,  and  are  often  transitory  and  recurrent. 
Quinine  or  arsenic  is  needed  for  their  prevention. 
They  are  doubtless  usually  herpetic  in  their  nature. 

The  term  “ringworm  tongue”  is  applied  to  states 
in  which  well-margined  patches  are  denuded  of  their 
filiform  papillae.  They  usually  spread  from  the  sides 
of  the  dorsum  inwards  by  a border  convex  towards  the 
middle  line.  They  change,  often,  with  great  rapidity. 
They  are  frequently  seen  on  the  tongues  of  syphilitic 
infants,  and  M.  Parrot  held  that  they  always  implied 
syphilis.  They  are  sometimes  seen  in  the  acquired 
disease.  If  the  condition  persists,  with  variations,  for 
years,  it  may  be  supposed  to  be  not  of  syphilitic 
causation  ; but  if  it  disappears  readily  under  mercury, 
the  converse  assumption  will  probably  be  the  correct 
one. 

Sclerosis  producing  a smooth  surface  with  atrophy 
of  papillae  and  slightly  glazed  greyish-white  appear- 
ance is  common  in  cases  in  which  syphilitic  glossitis 
has  been  kept  up  by  smoking  or  other  irritation. 
There  is  a variety  of  it  in  which  the  larger  papillae 
arc  hypertrophied,  and  a warty  or  spinous  surface  is 
produced,  and  another  in  which  the  layer  of  sclerosed 
basement  membrane  is  greatly  thickened  and  assumes 
a condition  like  white  leather.  All  forms  of  sclerosis 
are,  as  age  advances,  dangerous  in  the  direction  of 


Plate  14.— Syphilitic  Psoriasis  of  the  Tongue 

The  conditions  here  shown  occurred  in  the  third  month  of  syphilis 
and  were  coincident  with  an  abundant  papulo-scaly  eruption 
on  the  skin.  The  patient  was  a surgeon,  and  the  infection 
had  been  acquired  in  midwifery  practice.  In  addition  to  the 
eruption  he  had  sore  throat  with  laryngeal  hoarseness  and 
deafness  in  one  ear.  He  was  treated  by  grain  doses  of  grey 
powder  three  times  daily  and  was  salivated.  The  patches  on 
the  tongue  disappeared  very  quickly,  and  a few  months  later 
not  a trace  of  them  could  be  detected.  It  will  be  observed 
that  the  patches  are  arranged  with  bilateral  symmetry, 
although  not  of  equal  size  on  the  two  sides. 


Plate  15.— Group  of  Herpetic  Sores  on  Under- 
Surface  of  Lip. 

I copy  again  from  Chotzen’s  excellent  Atlas  an  illustration 
of  herpes  as  it  is  so  frequently  seen  on  the  mucous  membrane 
of  the  lip.  It  will  he  observed  that  the  group  of  vesicles— 
live  in  number— is  isolated  and  has  no  representative  on  the 
other  side.  It  is  to  such  eruptions  that  the  term  “ mucous 
patch”  is  often  given.  As  a rule  they  disappear  after  a 
week’s  duration,  but  with  great  tendency  to  recurrence  either 
in  the  same  part  or  elsewhere.  They  always  develop  sud- 
denly, and  the  group  is  complete  from  the  first.  Sometimes 
they  persist  for  several  weeks. 


Plate  16. — Atrophic  Sclerosis  with  Precancerous 

Papillomata 

Tlie  patient  was  a smoker  who  had  long  ago  suffered  from  syphilis. 
His  tongue  had  given  him  but  little  trouble,  but  had  been 
slowly  passing  into  its  present  condition  for  many  years. 

The  surface  of  the  tongue  is  seen  to  be  destitute  of  papilla1 
in  parts,  smooth,  and  of  an  opaque  white  tint  from  superficial 
sclerosis.  In  other  parts  it  shows  lumpy  hypertrophy,  and  the 
central  furrow  is  exaggerated.  Near  to  the  tip,  and  again  in 
mid-dorsum  posteriorly,  are  some  firm  papillomata,  the  bases 
of  which  are  constricted.  The  tongue  was  excised  by  the  late 
Mr.  Wagstaff,  in  St.  Thomas’s  Hospital,  in  1874.  After  several 
operations  the  man  ultimately  died  of  epithelial  cancer  of  the 
submaxillary  glands. 


Plate  H5. 


Plate 


17.— The 


“Lumpy  Tongue  ” in  Tertiary  Syphilis 


The  tongue  of  a gentleman  who  had  suffered  from  syphilis  some 
years  previously.  In  the  interval  he  had  experienced  severe 
stomach  symptoms,  and  had  more  than  once  almost  died  from 
hsematemesis.  Cancer  or  ulcer  had  been  suspected,  and  there 
had  also  been  suspicion  of  brain  affection.  He  had  had  much 
treatment  during  several  years. 

I saw  him  first  in  1883,  and  again  in  1889.  At  the  latter 
date  he  had  gained  in  health  and  his  tongue  had  much  im- 
proved. The  condition  was  one  of  lumpy  ridges  arranged 
symmetrically.  The  whole  tongue  was  swollen,  and  the  ridges 
were  apparently  in  part  the  consequence  of  long-persisting 
•jedema  with  some  general  overgrowth  of  the  structures.  It  is 
an  exaggerated  condition  of  what  1 have  termed  “ the  fern- 
leaf  pattern.”  The  papillae  were  destroyed.  It  has  recently 
been  designated  the  “geographical  tongue.” 


Plate  17 
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cancer,  and  especially  those  which  show  a tendency 
either  to  ulcerate  or  to  develop  papillae. 

The  “ white  paint  tongue  ” is  a term  sometimes 
applied  to  advanced  stages  of  smooth  sclerosis  with 
great  thickening. 

The  “lumpy  tongue”  is  produced  in  cases  of 
chronic  interstitial  syphilitic  glossitis,  in  which,  under 
the  influence  possibly  in  some  instances  of  mercury,  the 
tongue  has  long  been  swollen  and  its  ridges  have  been 
exaggerated.  It  is  often  attended  by  coarse  papil- 
lary hypertrophies.  It  is  distinct  from  the  “ tumour- 
gumma,”  and  is  far  less  amenable  to  treatment. 

The  “ tumour-gumma  ” may  be  met  with  in  the 
tongue  both  in  acquired  and  inherited  syphilis,  and 
is  characterised  by  the  rather  rapid  formation  in  the 
substance  of  the  organ  of  a well-defined,  hard,  and 
usually  single  mass.  There  is  seldom  any  pain,  and 
never  any  lymphatic  enlargement.  Almost  invariably 
the  mass  disappears  quickly  and  completely  under 
iodide  of  potassium,  and  there  is  no  marked  tendency 
to  relapse.  If  not  cured  there  may  be  softening  and 
ulceration,  followed  by  a most  formidable -looking- 
condition  which  is  very  difficult  to  distinguish  from 
cancer. 

Epithelial  cancer  occurs  so  frequently  after  syphi- 
litic sclerosis  of  the  tongue  that  it  is  impossible  to 
avoid  the  conviction  that  the  latter  exercises  a pre- 
disposing influence.  In  some  cases  the  diagnosis  is 
difficult,  even  to  the  experienced,  and  most  unfor- 
tunately it  is  always  so  to  the  untrained.  The  early 
stages  are  almost  invariably  treated  by  the  specifics 
for  syphilis,  and  invaluable  time  is  lost.  The  best 
general  rule  for  diagnosis  which  can  be  given  is  to 
note  whether  there  be  anything  of  the  nature  of  growth 
preceding  the  ulceration.  In  all  cases  in  which  there 
is  doubt,  the  part  should  be  promptly  and  freely 
excised. 

Influence  of  sex  and  age — All  the  syphilitic 
affections  of  the  tongue  are  rare  in  women,  sclerosis 
and  epithelial  cancer  especially  so ; the  explanation 
being  the  double  one,  that  but  few  women  incur 
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syphilis  and  still  fewer  smoke.  Similar  explanations 
are  to  be  offered  for  the  fact  that  the  tongue  rarely 
suffers  in  inherited  syphilis.  Well  characterised  gum- 
mata  are,  however,  occasionally  met  with  in  the  latter 
connection. 

It  is  admitted  that  herpetic  sores,  ringworm, 
denudation  patches,  and  all  forms  of  sclerosis  may 
occasionally  occur  independently  of  taint.  It  is  also 
important  to  point  out  that  the  scabrous  white  patches 
which  occur  in  lichen  planus  are  very  deceptively 
like  those  of  a syphilitic  eruption.  Their  peculiari- 
ties are  well  shown  in  my  “ Illustrations  of  Clinical 
Surgery.” 

Diagnosis  between  syphilitic  affections  ol  tlie 
month  and  palate  and  tubercular  Inpns. — The 

cases  to  which  I now  refer  may  come  under  our  notice 
in  two  different  stages.  We  may  see  them  either  whilst 
the  ulceration  is  in  progress,  or  after  it  has  passed 
and  left  only  its  results  in  the  form  of  scars  and  con- 
tractions. In  nineteen  cases  out  of  twenty,  ulcerative 
destruction  of  these  parts,  if  it  be  not  cancerous,  is 
syphilitic.  There  remain,  however,  a few  cases  in 
which  it  is  not  so,  the  disease  being  tubercular*  lupus 
affecting  mucous  membranes. 

The  diagnosis,  at  first  sight  very  difficult,  becomes 
less  so  if  we  keep  in  mind  certain  facts.  Both  con- 
ditions admit  of  repair,  and  may  be  followed  by 
sound  scars,  but  the  lupus-process  is  so  very  much 
slower  than  that  of  syphilis  that  the  mere  chronicity 
of  the  case  may  generally  be  allowed  to  constitute 
the  diagnosis.  Lupus  is  a granuloma  followed  slowly 
by  ulceration,  and  yet  more  slowly  by  healing;  the 
syphilitic  process  is  an  inflammation,  often  attended 
by  acute,  almost  phagedsenic  ulceration,  but  which, 
when  once  arrested,  may  heal  very  quickly.  Syphilis 
may  destroy  as  much  in  a month  as  lupus  will  do  in 
years.  With  lupus  there  is  never  acute  inflammation, 
never  much  pain,  nor  any  great  redness;  whilst  with 
syphilis  there  is  usually  much  swelling,  great  redness, 
and  often  severe  pain.  Lupus  always  creeps  on  the 


* The  term  “tubercular”  is  here  used  to  imply  tuberculosis. 
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surface  of  the  parts,  whilst  syphilis  may  begin  in 
their  substance.  Thus  all  perforations  are  probably 
syphilitic,  and  the  scars  due  to  this  disease  are  deeper 
and  more  irregular  than  those  of  lupus. 

The  history  and  the  concomitant  phenomena  will, 
of  course,  give  great  help  in  most  cases,  but  the  real 
difficulty  comes  where  these  give  no  assistance.  It  is  of 
such  cases,  in  which  we  have  to  rely  solely  on  the  ob- 
jective symptoms,  that  I am  speaking.  Lupus  vulgaris 
of  the  palate  and  pharynx  is  a very  rare  disease,  and 
it  is  usually  attended  by  lupus  of  the  gums,  hard 
palate,  and  of  the  skin  of  some  part  of  the  face  or 
body.  There  are  cases,  however,  in  which  it  is  re- 
stricted to  the  throat,  and  these  it  is  most  difficult 
to  identify  with  confidence.  Their  exceedingly  slow 
course  is,  as  has  just  been  said,  the  most  trustworthy 
datum  for  diagnosis.  It  is  to  be  noted  also  that  in 
tubercular  lupus  the  bones  are  never  affected,  whereas 
in  syphilis  a periosteal  gumma  is  often  the  first 
stage.  I have  elsewhere  published  many  facts  in 
proof  that  almost  all  the  cases  of  palate  disease  in 
young  persons,  which  used  formerly  to  be  called 
scrofula,  are  really  due  to  inherited  syphilis.  It  is 
to  be  admitted,  however,  that  even  in  childhood  we 
now  and  then  encounter  lupus  vulgaris  almost,  if  not 
absolutely,  restricted  to  these  parts. 

Gumma  of  flic  palate  in  a lad  of  remarkably 
good  development,  and  without  tlie  slightest 
indication  of  diathesis;  clear  history. — Many 
years  ago  a gentleman  brought  me  his  only  son,  a 
youth  of  fourteen,  but  looking  seventeen,  very  stout 
and  muscular,  and  having  the  appearance  of  excellent 
health.  There  was  nothing  suspicious  in  his  teeth  or 
physiognomy,  but  he  had  a sloughing  ulcer  in  the 
middle  of  the  hard  palate,  which  exposed  bone.  I was 
beginning  to  beat  cautiously  about  for  facts  as  to  history 
bearing  upon  syphilis,  when  his  father  in  great  distress 
exclaimed,  “ I thought  you  would  know  in  a moment ! 
It  is  surely  clear  enough.”  I was  then  told  that  he 
(the  father)  had  suffered  from  syphilis  two  years 
before  his  marriage,  and  that  the  lad  before  us  was 
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the  third  birth.  The  first  was  still-born,  and  the 
second  died  of  “ infantile  syphilis  ” at  the  age  of 
nine  months.  Our  patient  was  at  birth  a “magnificent 
baby,”  but  at  three  months  old  had  a slight  erup- 
tion. This  lasted  only  a few  days,  and  he  then 
continued  to  have  excellent  health  until  two  years  old, 
when  he  had  another  transient  and  doubtful  eruption, 
which  was  treated  as  syphilitic. 

At  the  age  of  ten  he  became  depressed  mentalljq 
and  it  was  feared  that  he  might  become  insane.  After 
this  he  was  carefully  examined  by  a distinguished 
physician,  who  declared  that  there  was  no  syphilis  in 
the  case.  Subsequently  an  eruption  of  eczema  led  to 
his  being  put  under  a French  physician,  who,  having 
heard  the  history,  and  looked  at  the  boy’s  splendid 
physique,  absolutely  declined  to  believe  that  he  was 
syphilitic.  Yet  a few  months  after  this  decision  the 
gumma  in  his  palate  formed. 

I have  only  to  add  that  the  ulcer  in  the  palate, 
after  cauterisation  and  applications  of  iodoform  with 
internal  use  of  iodides,  soon  became  healthy.  After 
some  bone  had  exfoliated,  it  healed  soundly. 

The  case  is  valuable  as  an  instance  not  only  of 
good  development  in  spite  of  syphilis,  but  of  excep- 
tional growth.  Had  the  father  chosen  to  deny  the 
history  instead  of  volunteering  it,  no  one  could  have 
found  a single  fact  in  support  of  a suspicion  of 
syphilis.  The  ulcer  in  the  palate  would  have  stood 
alone.  The  almost  absolute  absence  of  infantile  ail- 
ments explains,  no  doubt,  the  absence  of  peculiarities 
in  physiognomy  and  teeth. 


CHAPTER  XXII 


DISEASES  OF  THE  NAILS  IN  SYPHILIS* 

The  nails  may  suffer  in  different  stages  of  syphilis 
and  may  present  several  different,  types  of  disease.  In 
the  secondary  period  a symmetrical  form  of  onychitis 
affecting  both  hands  and  feet  may  occur,  which  is 
almost  subacute  in  its  severity.  The  nail-bed  is  the 
part  first  affected,  but  the  nails  are  themselves  in- 
flamed, and  become  thickened  and  broken  up,  whilst 
the  ends  of  the  digits  become  swollen  and  painful. 
Specific  measures  of  treatment  will  usually  be  found 
effectual,  and  the  nails  may  be  restored  to  almost 
perfect  soundness.  The  best  examples  which  I have 
seen  of  this  form  have  been  in  medical  practitioners 
who  had  suffered  from  midwifery  chancres. 

At  a somewhat  later  stage,  or  it  may  be  in  asso- 
ciation with  a psoriasis  eruption,  the  nail-bed  may 
suffer  whilst  the  nail  itself  remains  smooth.  In  these 
cases  the  nail,  at  its  free  border  and  sides,  is  under- 
mined and  looks  opaque  from  the  accumulation  of 
epithelial  scales  beneath  it.  This  form  is  curable  by 
mercury  in  combination  with  arsenic. 

In  the  later  tertiary  stages  the  nails  may  exhibit 
various  persisting  changes.  They  may  be  thickened 
and  marked  with  transverse  ridges,  or  may  show  very 
large  leucomata.  At  this  stage  it  is  seldom  that  all 
the  nails  are  affected  alike.  Most  often  no  other 

* In  studying  diseases  of  the  nails  it  is  desirable  to  keep  in  mind  the 
distinction  between  the  nails  themselves  and  the  vascular-papillary  bed 
upon  which  they  rest.  It  is  from  the  latter  that  they  obtain  the  supplies 
by  which  they  increase  in  thickness  as  they  grow  forwards.  In  the 
majority  of  cases  the  morbid  process  begins  in  the  nail-bed  and  affects 
the  nail  itself  secondarily.  The  nearer  to  the  root  of  the  nail  the  inflam- 
mation begins,  the  more  certain  is  it  to  involve  the  whole  nail  substance, 
and  vice  versa. 
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syphilitic  lesions  are  present,  and  it  frequently  becomes 
open  to  doubt  whether  the  specific  disease  has  really 
had  much  share  in  producing  the  condition,  for  specific 
treatment  seldom  effects  a cure. 

Th'e  condition  known  as  onycliia  maligna,  which 
is  usually  restricted  to  one  digit  and  causes  the  nail 
to  exfoliate  with  suppuration  and  much  swelling,  may 
occur  both  in  acquired  and  in  inherited  syphilis.  The 
results  from  specific  treatment  alone  are  seldom  satis- 
factory. The  loosened  nail  should  be  removed,  and 
the  exposed  surface  freely  brushed  over  with  liquor 
arsenicalis,  or  iodoform  may  be  used,  whilst  specifics 
should  simultaneously  be  given.  The  affection  is  by 
no  means  always  syphilitic,  nor  is  it  always  confined 
to  one  digit. 

The  case-narratives  which  follow  will  instructively 
illustrate  various  questions  in  connection  with  our 
subject. 

Symmetrical  and  general  disease  of  the  nail- 
bed  in  a man  wlio  had  had  syphilis  four  years 
previously;  question  ot  diagnosis.— Not  all  that 
follows  syphilis  is  necessarily  syphilitic.  A gentleman 
four  years  past  his  syphilis,  and  now  the  subject  of 
disease  of  the  nails,  was  brought  to  me  by  a surgeon 
who  knew  his  history.  The  question  as  to  the  share 
taken  by  the  taint  was  very  difficult.  I will  briefly 
describe  his  state.  All  the  nails  of  the  fingers  and 
toes  were  affected,  and  the  symmetry  was  exact.  The 
nails  of  the  toes  had  begun  first,  but  were  now  less 
definitely  diseased  than  those  of  the  fingers.  The 
disease  was  of  the  nail-bed,  rather  than  .of  the  nail 
itself,  and  invariably  began  either  at  the  free  edge 
or  at  the  sides.  The  surfaces  of  the  nails  were  still 
smooth,  and  to  the  touch  nothing  was  perceptible,  but 
large  portions  were  undermined  and  looked  opaque 
and  grey,  owing  to  the  changes  which  had  taken  place 
underneath.  The  whole  finger-ends  were  slightly  con- 
gested, but  the  nails  at  their  roots,  the  lunulse,  etc., 
were  unaffected.  Our  patient  was  a healthy  man  of 
twenty-eight,  and  the  present  disease  had  begun  in 
the  toes  about  four  months  ago,  and  a month  later 


Plate  18.— The  Nails  in  Syphilis 


Fig.  1 shows  the  conditions  present  in  syphilitic  psoriasis  from 
acquired  disease.  The  distal  half  of  the  nail  was  split  up, 
ragged  and  broken.  The  patient  was  a woman  of  sixty-four, 
the  subject  of  secondary  syphilis  with  double  iritis  and 
copious  psoriasis.  The  nails  of  the  right  hand  and  of  the 
right  foot  were  alone  affected. 

Fig.  2 represents  the  onychitis  of  the  nail-bed  and  “pinched  nails” 
of  inherited  syphilis.  The  infant  was  six  weeks  old. 

Figs.  3,  4,  and  5 show  the  nails  of  infants  who  suffered  from 
congenital  syphilis. 

(From  original  drawings.  See  Path.  Soc.  Trans.,  vol.  xiii.,  p.  259.) 
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had  shown  itself  in  the  fingers.  The  great  toes  and 

the  thumbs  had  been  the  first  to  suffer.  Mr.  had 

been  under  Dr.  H ’s  treatment  for  syphilis  at 

intervals  for  four  years.  Of  late  his  chief  ailment  had 
been  sores  on  the  tongue,  probably  due  to  smoking, 
but  he  had  also  had,  until  quite  lately,  “ eczema  of 
the  scrotum.” 

I was  inclined  to  diagnose  this  as  common  psoriasis 
of  nails  rather  than  syphilis,  and  for  the  following 
reasons  : 1.  Its  characters  were  exactly  those  of  common 
psoriasis,  and  not  those  of  syphilitic  inflammation.  2.  It 
had  developed  quickly,  attacking  all  the  nails,  and 
with  perfect  symmetry  (it  is  exceptional  to  see  a sym- 
metrical outbreak  of  any  form  of  syphilis  at  so  long 
a period  as  four  years  after  the  primary  disease). 
3 There  was  a history  of  liability  to  dartrous 
affections  of  the  skin,  both  in  the  patient  and  his 

family.  Since  boyhood,  Mr.  had,  he  said,  been 

liable  to  eczema,  and  a brother  and  his  mother  had 

also  been  troubled  by  it.  Mr.  himself  had, 

from  youth  up,  been  liable  to  a dry  scaling  affection 
of  the  scrotum,  and  he  had  also  had  dry  patches  on 
his  elbows  and  knees.  The  condition  of  his  nails  was 
exactly  like  that  in  another  patient,  who  has  for  many 
years  been  the  subject  of  common  psoriasis  in  a severe 

form.  Two  years  later,  in  spite  of  arsenic,  Mr.  ’s 

nails  were  much  in  their  old  state. 

Psoriasis  of  I lie  nail -bed. — A patient  in  the 
fourth  year  of  syphilis,  who  had  done  well  under 
treatment,  but  had  sometimes  interrupted  it,  had  an 
exceptional  form  of  eruption.  On  the  tips  of  his 
elbows,  above  the  cleft  of  the  nates,  and  on  one  thigh 
and  one  leg,  dry  scaly  patches  had  developed,  to  which 
I gave  the  name  of  “ lupoid  psoriasis.”  They  spread 
at  their  borders,  healed  in  their  centres,  and  left  thin 
scars.  Many  of  his  finger-nails 'became  affected.  They 
became  loose  at  their  distal  extremities  and  sides,  and 
allowed  the  accumulation  of  dirty  epithelial  debris. 
They  were  not  in  the  least  thickened.  It  was  typical 
psoriasis  of  the  nail-bed. 

Syphilitic  psoriasis  ol  flic  nails All  varieties 
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of  onychitis  may  occur  in  connection  with  syphilis. 
In  a case  of  secondary  syphilis  in  the  sixth  month, 
the  nails  were  affected.  The  condition  was  that  of 
psoriasis  of  the  nail-bed.  The  nails  became  loose  at 
the  borders,  and  dirty  grey  epidermis  accumulated. 
There  was  no  thickening  of  the  nail. 

Chancre  of  the  nail-l>e<l  followed  by  general 
inflammation  of  all  the  other  nails. — A surgeon 
who  consulted  me  with  a chancre  of  the  nail  in 
June,  1891,  had  during  the  secondary  stage  inflam- 
mation of  all  his  nails,  both  of  fingers  and  toes. 
The  nail  of  one  of  his  great  toes  was  for  a time 
much  inflamed.  When  I saw  him  in  May,  1892,  all 
the  nails  had  grown  again  perfectly,  excepting  the 
one  involved  in  the  original  chancre.  This  was  in  a 
condition  of  scar,  much  reduced  in  size,  thin,  and 
fluted 

I add  this  case  to  a number  of  others  which  I 
have  elsewhere  recorded,  which  seem  to  show  that 
secondary  affections  of  the  nails  generally  are  very 
prone  to  follow  primary  chancre  of  a single  nail. 

Disease  of  nails  in  inherited  syphilis,  with 
bnllic  on  hands  and  feet;  exfoliation  of  nails 
and  of  the  crowns  of  some  of  the  milk- 
teeth. — In  the  Medical  Times  and  Gazette  for  Feb- 
ruary 8,  1879,  I find  an  interesting  case  of  an  infant, 
recorded  by  my  friend  Mr.  R.  W.  Parker.  Mr. 
Parker’s  patient  came  under  his  care  when  three 
weeks  old,  and,  in  spite  of  apparently  successful  mer- 
curial treatment,  it  died  when  aged  two  months.  The 
child  had  appeared  healthy  at  birth,  excepting  that  it 
had  pinched  nails.  It  soon  afterwards  wasted,  had 
snuffles  and  mucous  patches,  and  other  conditions 
which  are  thus  described  : “ Temperature  in  axilla 
101°  Fahr.  Corresponding  writh  the  place  for  the  two 
upper  central  incisors  there  were  two  ‘ gumboils/ 
the  size  of  large  peas;  that  on  the  left  side  was  the 
more  advanced,  and  appeared  as  if  about  to  give 
way.  The  rest  of  the  gums  were  very  red  and 
inflamed.  (Other  ‘ gumboils  ’ developed  over  the 
position  of  the  molar  teeth  during  the  course  of  the 


229 


xxn]  TEETH  AND  NAILS  ASSOCIATED 

case.)  The  mucous  membrane  of  the  rest  of  the 
mouth  was  raw-looking.  On  lancing  one  of  these 
gumboils  (I  use  the  mother’s  own  expression)  a milk- 
tooth  dropped  out.  The  hands  and  feet  presented  a 
peculiar  aspect;  the  extremities  of  the  fingers  and 
toes,  on  the  palmar  and  plantar  aspects  respectively, 
presented  small  bullae  of  various  sizes,  and  there  were 
other  bullae  scattered  about  the  fingers  and  toes,  and 
the  palms  and  the  soles.  In  other  places  there  were 
patches  of  redness,  as  though  bullae  were  about  to 
form.  These  bullae  appeared  quite  superficial,  and 
showed  no  tendency  to  ulcerate  deeply. 

“ The  nails  of  the  right  index  and  middle  fingers, 
and  of  the  left  middle  and  ring  fingers,  were  absent, 
having  been  raised  up  and  dislodged  by  bullous  in- 
flammation affecting  the  nail-beds.  The  toe-nails  were 
quite  normal.  Other  finger-nail-beds  became  affected 
during  the  course  of  the  case.  There  was  at  first  an 
exudation  of  a pale  yellowish  fluid  beneath  the  nail; 
this  was  visible  through  the  nail,  which  itself  ap- 
peared unaffected,  its  surface  being  smooth  and  shiny. 
In  other  cases  the  nail  seemed  to  undergo  a change 
in  shape  rather  than  in  substance,  for  it  became 
pinched  up  and  ‘ filberted.’  The  exudation  beneath 
the  nails  gradually  became  purulent,  and  the  nail, 
along  with  the  dried-up  exudation,  shortly  shelled 
off.  There  were  no  pemphigous  bullae  on  any  other 
parts  of  the  body  than  those  mentioned.  There  was 
no  glandular  enlargement.” 

In  this  narrative  we  clearly  have  an  example  of  an 
affection  closely  allied  to  pemphigus  neonatorum,  and, 
as  is  the  rule  in  that  malady,  ending  in  death.  The 
peripheral  distribution  of  the  principal  lesions  probably 
implies  that  the  nervous  system  took  some  share  in  it. 
The  association  of  inflammation  of  the  tooth-sacs  with 
a similar  implication  of  the  nails  is  of  peculiar  and 
most  instructive  interest. 


CHAPTER  XXIII 


PSORIASIS  PALMARIS 

Oeneral  remarks.— The  affections  which  pass  under 
the  name  of  “ palmar  psoriasis  ” vary  much  in  char- 
acter when  in  association  with  syphilis.  They  take  their 
peculiarities  from  the  special  stage  of  the  disease  at 
which  they  are  found.  Those  which  occur  in  the  late 
periods  of  syphilis  often  present  great  difficulties  as 
to  diagnosis.  It  may  be  impossible  to  say  whether 
they  are  really  specific  in  their  nature,  or  due  only 
to  local  causes.  Two  cases  which  came  under  my 
observation  on  the  same  morning  may  serve  as 
examples  of  the  differences  referred  to. 

A young  man,  whose  first  chancre  dated  only  five 
months  previously,  had  both  his  palms  covered  with 
patches  on  which  the  epidermis  was  broken  up,  and  on 
parts  of  which  it  was  accumulating  in  scale-crusts. 
The  patches  were  separate,  and  varied  in  size  from  a 
pea  to  a halfpenny.  They  were  all  abruptly  margined. 
The  two  hands  showed  similar  conditions,  and  there 
were  patches  also  on  the  soles  of  both  feet.  These 
conditions  were  coincident  with  a psoriasis-eruption 
in  the  forehead,  scalp,  shoulders,  neck,  and  limbs, 
and  with  sores  on  the  tonsils  and  sides  of  the  palate. 
On  the  trunk  there  were  a few  patches,  but  not  many. 
Everywhere  the  eruption  approached  the  characters 
of  psoriasis,  but  the  scale-crusts  were  (as  usual  in 
the  syphilitic  form)  only  thin.  The  patient  had  been 
insufficiently  treated,  with  iodide  of  potassium  only, 
and  thus  his  symptoms  had  persisted.  His  chancres,  of 
which  there  had  been  two,  one  at  the  meatus  and  one 
on  the  frsenum,  had  as  yet  scarcely  disappeared.  Here, 
then,  we  have  a good  example  of  a true  syphilitic 
psoriasis  of  the  hands  occurring  as  a part  of  the 
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secondary  eruption,  and  we  find  it  affecting  the  palms 
and  not  the  backs  of  the  hands. 

My  next  patient  was  a gentleman  of  fifty-three, 
in  splendid  health,  who  had  suffered  from  syphilis 
nineteen  years  ago.  He  had  been  treated  in  the  first 
instance  by  Mr.  Langston  Parker,  of  Birmingham, 
and  had  been  cured  by  mercurial  baths.  The  cure 
appeared  to  have  been  a good  one,  for  he  had  ailed 
nothing  since,  until  within  the  last  six  years,  during 
which  his  left  palm  had  been  affected  by  “ psoriasis.” 
The  condition  was  a slight  erythema,  which  affected 
the  whole  palmar  aspect  of  the  hand  and  all  the 
fingers.  It  extended  over  the  front  of  the  wrist  also, 
and  at  this  part  had  a few  separate  patches.  The 
palm  was  simply  dry,  red,  and  rough,  with  numerous 
little  pits  where  the  epidermis  had  been  broken  , up. 
There  were  no  scale-accumulations,  nor  any  fissures, 
nor  was  the  edge  of  the  patch  in  the  least  swollen. 
The  condition  was  essentially  diffuse,  implicating  the 
whole  palm,  and  no  other  part.  The  opposite  hand 
was  scarcely  affected,  being  simply  a little  redder  and 
drier  than  natural.  The  only  other  relic  of  syphilis 
which  the  patient  presented  was  a bald  and  super- 
ficially sclerosed  tongue,  in  which  he  fancied  that  a 
little  lump  had  recently  developed.  The  latter  was 
so  indefinite  that  I could  scarcely  be  sure  of  its 
existence.  The  condition  of  diffuse  “ psoriasis  ” of  the 
palm  presented  in  this  case  is  a very  common  one  in 
the  late  stages  of  syphilis,  but  it  is  one  as  to  which 
it  is  almost  impossible  to  feel  sure  whether  it  is 
really  due  to  the  syphilis  or  not.  No  doubt  it  is  much 
influenced  by  local  irritation,  the  use  of  tools,  etc., 
just  as  the  chronic  sclerotic  atrophy  of  the  mucous 
membrane  of  the  tongue  is  by  the  habit  of  smoking. 

If  we  contrast  these  two  cases  we  may  usefully  note 
that  the  palmar  psoriasis  of  the  secondary  stage  is 
always  symmetrical,  whilst  that  of  the  tertiary  one 
is  only  accidentally  and  exceptionally  so,  and  that  the 
former  is  in  patches  and  not  diffuse.  By  far  the  chief 
feature  of  clinical  difference,  however,  is  as  regards 
the  influence  of  drugs.  The  psoriasis  of  the  secondary 
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stage  will  vanish  rapidly  under  the  use  of  mercury, 
whilst  the  other  will  persist  for  years,  in  spite  of  all 
treatment,  especially  if  the  patient  continue  to  use  the 
hand  in  any  way  involving  pressure  on  the  palm. 

If  we  may  take  these  two  cases  as  well  illustrating 
the  two  extremes  of  syphilitic  palmar  affections,  it 
may  next  be  remarked  that  between  them  we  have 
several  other  varieties  which  share  their  peculiarities. 
Within  short  periods  (two  or  more  years,  for  instance) 
from  the  chancre,  we  sometimes  see  well-margined 
patches  of  large  size,  with  definite  and  slightly  raised 
and  inflamed  edges,  which  spread  in  the  horseshoe 
pattern.  These  are  always  definitely  syphilitic,  but 
little  influenced  by  local  causes,  and  readily  amenable 
to  treatment.  Unless  treated  they  last  for  years,  and 
gradually  pass  into  the  type  just  described  as  dis- 
tinctly tertiary.  They  sometimes  affect  one  palm  only, 
and  sometimes  both.  Although,  as  I have  said,  they 
are  generally  amenable  to  treatment,  they  sometimes 
resist  it  in  an  extraordinary  manner,  and  yet  yield 
finally  in  a way  which  proves  their  specific  nature. 
I once  treated  in  the  usual  manner  a man  who  suffered 
severely  from  this  disease  in  one  palm.  He  had  been 
sent  to  me  by  Dr.  Falconer,  of  Weymouth.  Not  getting 
well  so  fast  as  he  liked,  he  put  himself  into  the  hands 
of  a quack,  who  rubbed  in  mercury  so  freely  that  the 
man  almost  died  of  salivation.  He  was  for  some  weeks 
in  bed  under  Dr.  Falconer’s  care,  and  lost  most  of 
his  teeth.  His  psoriasis  palmaris  was,  however,  abso- 
lutely and  permanently  cured. 

In  another  case,  a commercial  traveller,  in  excellent 
health,  was  under  my  treatment  for  eighteen  months 
at  least,  and  took  mercury  internally,  and  used  in- 
unction very  freely  indeed,  without  curing  a patch 
of  psoriasis  in  one  palm.  Finally  I prescribed  for 
him  an  iodoform  ointment,  under  the  use  of  which 
the  patch  vanished  in  a fortnight.  The  palm  became 
perfectly  soft,  and,  though  it  is  now  eight  or  ten  years 
ago,  there  has  never  been  the  slightest  sign  of  relapse. 
This  freedom  from  proclivity  to  relapse,  when  once 
completely  cured,  is  a very  important  characteristic 
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of  the  form  which  occurs  at  comparatively  early 
periods.  It  supplies  a strong  incentive  to  perseverance 
with  vigorous  treatment,  and  to  the  trial  of  fresh 
remedies  if  success  is  delayed.  In  the  case  mentioned 
all  varieties  of  mercurial  ointments  had  been  used 
locally  for  months  together  before  the  iodoform  was 
tried.  Yet  I must  admit  that  I have  seldom  in  any 
subsequent  case  found  iodoform  to  act  in  a very 
definite  manner  for  the  cure  of  this  disease. 

As  regards  the  forms  of  palmar  psoriasis  which  are 
met  with  in  very  late  periods,  they  usually  benefit 
somewhat  by  treatment,  but  seldom  get  well.  They 
present  in  this  respect  a close  parallel  to  the  chronic 
diseases  of  the  tongue  which  often  attend  them.  A 
not  unimportant  parallel  may  also,  I think,  be  drawn 
between  them  and  certain  very  slowly  aggressive  dis- 
orders of  the  nervous  system  which  occur  in  the  same 
stage  of  the  disease,  and  are  equally  insusceptible  of 
cure.  In  this  diffuse  palmar  psoriasis,  often  coin- 
cident with  diffuse  sclerosis  of  the  tongue,  we  see 
changes  attended  at  first  by  erythema,  leading  to 
atrophy,  distinctly  limited  to  special  parts,  but  steadily 
aggressive  there  for  many  years.  They  are  benefited 
by  specifics,  but  seldom  quite  cured,  and  they  are 
always  very  difficult  to  distinguish  from  similar  types 
of  disease  not  due  to  specific  cause.  It  is  just  so  in 
locomotor  ataxy  after  syphilis,  which  often  comes  on 
very  insidiously,  and  often  appears  to  be  excited  by 
causes  of  spinal  irritation,  just  as  palmar  psoriasis 
is  by  local  pressure  (tools,  walking-sticks,  etc.).  It 
happened  curiously  in  the  case  which  I have  mentioned 
that  I had  noticed  that  the  pupils  were  very  small. 
On  examination  I found  that  they  did  not  dilate  in 
the  least  when  shaded,  but  that  in  accommodation  they 
contracted  yet  more.  The  patient  had  no  patellar 
reflex.  He  had  not  experienced  any  definite  pains  in 
the  limbs,  nor  had  he  lost  the  power  of  steadying 
himself  with  his  eyes  shut.  I could  not  doubt,  how- 
ever, that  he  was  in  the  early  stage  of  ataxy.* 

* I have  left  these  paragraphs  as  they  appeared  in  my  first  edition, 
and  as  they  were  written  out  many  years  before  its  publication. 
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In  using  palmar  psoriasis  as  a diagnostic  symptom  of 
syphilis  in  the  tertiary  stage  we  must  be  very  careful. 
An  impression  is,  I believe,  abroad  that  it  almost 
invariably  denotes  syphilis.  In  this  I cannot  share, 
for  in  about  half  my  cases  there  has  been  reason  to 
believe  that  no  sugh  taint  had  ever  existed. 

Tertiary  syphilis,  in  the  lor  in  of  palmar 
psoi'iasis  and  lupoid  ulcerations,  confined  to 
one  upper  extremity  and  persisting,  in  spite  of 
some  treatment,  more  than  twenty  years. — A 
singularly  instructive  case  in  proof  of  the  local  nature 
of  tertiary . symptoms  and  in  illustration  of  their  in- 
definitely long  persistence  under  inadequate  treatment, 

occurred  in  the  person  of  Mr.  . This  gentleman 

has  been  under  my  observation  for  twenty  years.  I 
have,  however,  seen  him  only  once  every  four  or  six 
years,  but  he  has  persevered  in  taking  pills  during 
the  whole  of  this  period.  He  assures  me  that  he 
has,  with  rare  intervals,  “ regularly  as  clockwork,” 
swallowed  a pill  after  each  of  three  meals  every  day. 
His  pill  has  contained  one  grain  of  grey  powder  and 
two  of  reduced  iron  without  any  opium.  Throughout  he 
has  enjoyed  excellent  health,  and  he  is  now  (1896),  at  the 
age  of  fifty-four,  to  use  his  own  expression,  “ all  that 
could  be  desired.”  His  tertiary  dermatitis,  although 
kept  in  check,  has  never  been  quite  well,  and  he  still 
has  numerous  patches  of  a peeling  and  desquamating 
psoriasis  on  his  left  hand  and  forearm.  Throughout 
these  patches  have  been  restricted  to  this  member,  with 
the  exception  that  once  he  had  for  a short  time  a 
patch  on  one  side  of  his  neck.  That  this  palmar 
psoriasis  is  really  in  connection  with  syphilis  is 
proved  by  the  fact  that  he  has  on  the  forearm  of  the 
same  limb  very  large  scars  which  have  been  left  by 
lupoid  ulceration,  of  which  I cured  him  by  specifics 
twenty  years  ago.  It  is  further  evidenced  by  the  fact 
that  his  palm  always  gets  worse  if  he  leaves  off  treat- 
ment, and  is  much  benefited  if,  for  a few  weeks,  he 
adds  to  his  pill  a dose  of  fluid  mercury  with  iodide 
of  potassium.  This  latter,  however,  always  so  much 
depresses  him  that  he  cannot  go  on  with  it.  The  grey- 
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powder  pill,  on  the  contrary,  he  regards  as  a tonic. 
The  form  taken  by  his  dermatitis  is  that  of  mapped- 
out  abruptly-margined  patches,  which  almost  cover 
the  palm  and  extend  on  the  sides  of  the  fingers  to 
their  very  tips.  Some  of  the  nails  are  slightly  affected 
and  loose  at  their  borders.  The  palmar  patches  show 
peeling  only,  but  if  he  leaves  off  his  medicine  he 
avers  that  they  inflame  and  crack.  On  the  backs  of 
his  wrists  (the  backs  of  his  hands  are  quite  sound) 
there  are  some  irregularly-rounded  patches,  which  show 

scale-accumulation  and  not  mere  peeling.  Mr.  

has  not  persevered  much  with  local  treatment,  as 
he  has  found  it  disagreeable.  If  he  had  I have  no 
doubt  that  he  would  have  cured  his  hand  long  ago. 
From  all  other  indications  of  tertiary  disease  he  has 
been  absolutely  free  throughout. 

The  history  of  his  syphilis  is  that  at  the  age  of 
sixteen  he  contracted  the  disease,  and  had  all  the 
usual  phenomena.  At  the  age  of  twenty-four  he 
married.  His  wife  always  retained  good  health,  and 
their  eldest  son  enjoys  robust  health.  Three  sons  are 
living,  and  none  of  them  have  ever  had  any  symptoms; 
all  are  “ as  strong  as  could  be  wished.” 

I have  no  note  as  to  the  date  at  which  his  syphilitic 
lupus  began  on  the  forearm,  but  it  is  certain  that  it 
was  more  than  twenty  years  ago,  and  probably  it  was 
nearly  twenty  years  after  the  date  of  his  syphilis. 

It  is  obvious  from  the  citation  of  such  a case  as 
this,  and  of  others  which  are  to  follow,  that  the  term 
“ tertiary  syphilis  ” is  habitually  used  in  application 
to  very  different  maladies.  When,  as  in  the  above, 
we  have  a local  and  unimportant  form  of  dermatitis, 
unattended  by  either  growth  or  ulceration,  persisting 
long  in  spite  of  treatment,  and  evidently  only  very 
partially  under  the  influence  of  the  latter,  it  is  fair 
to  assume  that  the  specific  cause  takes  only  a minor 
and  remote  share  in  the  result.  We  may  regard  it  as 
highly  probable  that  a single  really  profuse  salivation 
might  have  effected  a cure.  (The  reader  may  refer  with 
interest  to  p.  232.) 
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THE  HEART  AND  VASCULAR  SYSTEM 

The  heart  itself,  the  large  and  smaller  arteries,  and 
the  capillary  system  are  all  liable  to  suffer  during 
syphilis.  Nor  is  the  liability  restricted  to  any  one 
stage  of  the  disease  or  to  any  one  pathological  pro- 
cess. In  most  cases  it  is  the  secondary  consequences 
of  vascular  disease  which  give  to  these  affections  their 
great  importance,  and  it  is  in  connection  with  the 
nervous  system  that  these  become  of  greatest  im- 
portance. As  a cause  of  aneurysm,  of  peripheral  gan- 
grene, or  of  Raynaud’s  phenomena,  syphilitic  arterial 
disease  plays  only  an  infrequent  part,  but  in  reference 
to  headaches,  tabes,  paralysis,  and  mental  disturbances, 
we  meet  with  it  in  everyday  experience. 

In  the  case  of  the  heart  itself  the  muscular  sub- 
stance may  be  infiltrated  by  cell  proliferation  which 
displaces  or  even  destroys  the  fibrils,  or  it  may  be 
embarrassed  by  the  local  formation  of  gummatous 
masses. 

Importance  of  periarterial  inflammations. — As 

regards  both  larger  and  smaller  arteries  it  is  probable 
that  the  commonest  change  is  cell  effusion  into  the 
perivascular  sheath,  pressing  upon  the  vessel,  and 
leading  to  thickening  of  its  coats  and  narrowing  of 
its  calibre.  In  some  cases  the  coats  themselves  may  be 
affected  from  the  first,  and  certainly  they  usually  par- 
ticipate sooner  or  later.  In  the  early  stages  of  syphilis 
these  perivascular  changes  may  be  very  widespread, 
but  in  the  later  periods  they  are  more  locally  restricted. 
In  the  smallest  arteries  and  the  capillaries  the  intima 
is  the  structure  commonly  affected,  and  narrowing  of  the 
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vessel  is  the  ordinary  result.  Although  thrombosis  is  a 
common  consequence  of  perivascular  effusions  of  lymph, 
yet  it  is  of  interest  to  note  that  sudden  occlusion,  as 
if  from  an  embolus,  is  rare.  The  “ strokes  ” or  sudden 
attacks  of  paralysis  which  occur  in  syphilitic  disease 
of  the  cerebral  arteries  may  often  be  distinguished  from 
those  due  to  embolus  or  hemorrhage  by  their  gradual 
onset.  The  patient  has  usually  had  warnings;  such 
symptoms  as  giddiness,  aphasia,  forgetfulness,  brain 
clouds,  or  slight  attacks  of  muscular  spasm  are 
frequent.  It  is  not  improbable  that  often,  unless  the 
disease  is  symmetrical,  there  may  be  no  symptoms  at 
all.  Everything  depends  upon  the  extent  to  which 
the  narrowing  has  progressed.  In  extreme  cases  the 
arain  region  involved  may  be  deprived  of  blood  supply 
and  starved,  almost  as  efficiently  as  if  plugging  had 
occurred.  I have  already  mentioned  that  when  finally 
the  “ syphilitic  fit  ” occurs,  it  is  often  not  sudden,  but 
is  preceded  by  variable  numbness  and  tingling  in  the 
limbs  about  to  be  involved.  This  stage  of  threatening 
probably  implies  that  the  blood  supply  is  all  but  cut 
off  by  periarterial  pressure  or  by  thrombosis,  but  not 
absolutely.  I have  received  this  description  of  the 
advent  of  the  attack  from  many  patients  who  subse- 
quently became  affected  by  hemiplegia. 

It  is  of  the  utmost  importance  to  recognise  these 
premonitory  symptoms,  for  as  a rule  specific  changes 
.n  the  arterial  coats  are  as  promptly  amenable  to 
Re  use  of  remedies  as  other  forms  of  syphilis,  and 
•!ven  after  the  stroke  of  hemiplegia  has  been  con- 
iummated  it  is  essential  to  push  treatment.  In  these 
•espects  syphilitic  forms  of  paralysis  differ  for  the 
nost  part  from  all  others. 

In  no  other  class  of  syphilitic  affections  is  it  more 
essential  to  push  specific  remedies  with  boldness  and 
Derseverance.  In  reading  the  cases  about  to  be  adduced 
n illustration  of  our  subject  a regret  will  repeatedly 
irise  that  treatment  was  not  pursued  with  more  con- 
idence.  Most  of  them  occurred,  however,  before 
•pinions  had  been  so  fully  formed  as  they  are,  we 
nay  hope,  at  the  present  time. 
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Syphilitic  affections  ol  the  heart. — In  reference 
to  affections  of  the  heart  in  syphilis  we  may  suitably 
use  the  terms — 

Infiltrating  myocarditis. 

Gummata. 

Vegetations  or  “ condylomata.” 

The  lesions  are  but  seldom  such  as  the  stethoscope 
can  reveal,  and  the  symptoms  are  usually  subjective, 
or  they  may  be  wholly  absent  until  death  suddenly 
occurs.  The  following  extracts  and  cases  are  offered 
in  illustration. 

Dr.  Cayley  has  recorded  in  the  Pathological  Trans- 
actions for  1875  the  account  of  a 'post-mortem  on  a 
gentleman,  aged  twenty-eight,  who  was  found  dead 
in  bed,  probably  in  consequence  of  an  overdose  of 
chloral.  He  was  known  to  have  had  syphilis  some 
years  before,  and  interesting  conditions  were  found  in 
his  heart. 

The  following  is  Dr.  Cayley’s  description  : “ The 
pericardium  was  not  adherent.  The  heart  was  somewhat 
enlarged,  this  being  mainly  caused  by  hypertrophy  of 
the  left  ventricle.  Embedded  in  the  wall  of  the  left 
ventricle  near  the  apex  were  several  roundish  dense 
nodules  of  a whitish  colour,  which  projected  both  ex- 
ternally and  into  the  cavity  of  the  ventricle.  The 
bases  of  the  musculi  papillares  were  partly  invaded 
by  the  growth.  There  was  no  general  fibroid  change 
in  the  ventricular  wall.  On  microscopical  examination 
the  growth  was  found  to  consist  of  small  round  cells 
embedded  in  fibrous  stroma.  At  one  or  twTo  points 
caseous  transformation  had  occurred,  and  these  spots 
consisted  of  amorphous  debris.” 

Plate  29  of  Ricord’s  “Atlas”  is  a good  illustration 
of  scattered  gummata  in  the  substance  of  the  heart. 
It  is  from  a patient  who  had  possibly  had  syphilis 
two  or  three  times. 

Sir  Dyce  Duckworth  has  recorded  a case  of  cardiac 
syphiloma  in  the  Clinical  Society’s  Transactions  (vol. 
xxix.).  He  advocates  treatment  by  large  doses  of 
iodide  of  potassium. 
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“ C'oiidylomatsi  oi  tlie  heart.” — The  expression 
“condyloma  of  the  heart,”  which  has  been  used  by 
several  authors,  must  be  understood  to  be  synonymous 
with  vegetations.  Proof  has  been  given  in  the  case  of 
the  tongue  that  papillomatous  growths  in  the  form  of 
fimbriated  warts  may  be  caused  by  syphilis.  Similar 
vegetations  are  well  known  on  the  valves  of  the  heart, 
and  we  have  now  to  admit  that  syphilis  may  in  some 
instances  be  a cause  of  them. 

In  the  magnificent  collection  of  plates  published 
by  Auvert,  in  Moscow,  is  one  showing  what  are  named 
“condylomata  of  the  heart.”  Two  portraits  are  given. 
In  one  (Fig.  1,  Plate  xc.)  there  is  a large  vegetation 
on  the  free  edge  of  one  of  the  pulmonary  Semilunar 
valves.  It  is  as  big  as  the  kernel  of  a hazel  nut, 
and  looks  florid  and  soft.  The  rest  of  the  valve  is 
not  thickened.  The  patient  was  a man  of  thirty-eight, 
who  had  suffered  from  syphilis  three  years  before,  and 
who  had  had  condylomata  at  his  anus. 

Fig.  2 of  the  same  plate  shows  a “ condylomatous 
ulcer”  placed  just  between  two  of  -the  semilunar  valves 
of  the  aorta.  The  specimen  was  taken  from  the  body 
of  a young  man,  who  had  suffered  severely  from 
syphilis.  The  ulcer  is  florid,  with  elevated  edges  and 
surface,  and  is  about  the  size  of  the  end  of  the  littlp 
finger. 

Syphilitic  disease  of  the  valves  of  the  heart. 

— I find  another  example  of  supposed  syphilitic  disease 
of  the  aortic  valves  recorded  by  Dr.  Learccl.  The 
patient  was  aged  thirty,  had  not  suffered  from  rheu- 
matism, but  had  been  treated  for  syphilis  eighteen 
months  previously.  He  died  with  dropsy.  On  slitting 
open  the  aorta,  a well-defined,  elevated,  condylomatous- 
like  mass,  the  size  of  a sixpence,  was  seen. 

An  instance  has  been  published  of  a similar  con- 
dition in  the  heart  of  a syphilitic  infant.  Mr.  Shat- 
tock,  in  1880,  exhibited,  at  the  Pathological  Society, 
the  heart  of  an  infant  in  which,  in  connection  with 
the  right  ventricle,  there  was  “ a small,  circumscribed, 
slightly  nodular  and  granulated,  ovoidal  tumour.”  He 
designates  it  as  “ a mucous  tumour  of  the  heart,” 
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syphilitic  gumma.  It  involved  the  under  side  of  the 
cusp  of  the  pulmonary  valve.  The  other  organs  of 
the  body  were  healthy. 

Dr.  Rolleston  has  published,  in  the  Pathological 
Transactions  for  1893  (p.  35)  a case  in  which  the 
points  of  interest  were  “ the  very  early  condition  of 
the  future  gummata  and  the  fact  that  being  multiple 
they  were  almost  confined  to  the  wall  of  the  right 
ventricle  and  to  the  septum.”  The  patient  was  a man 
of  thirty-four,  who  had  been  killed  by  a fall.  His 
testes  weighed  six  ounces,  both  being  almost  trans- 
formed into  fibrous  tissue.  The  vaginal  tunics  were 
universally  adherent  on  both  sides,  and  much  thickened. 
There  was  a small  gumma  in  the  left  testis.  The 
heart  weighed  sixteen  ounces,  and  on  the  outer  wall 
of  the  right  ventricle  there  were  a number  of  fine 
white  nodules  about  the  size  of  peas.  These  were 
present  in  smaller  number  in  other  parts  of  the 
muscular  substance.  These  white  masses  were  com- 
posed of  small  round  cells,  which  infiltrated  and 
obscured  the  muscle-substance.  There  was  no  well- 
formed  fibrous  tissue,  and  there  were  only  a few 
spindle-cells.  There  were  no  gummata  in  the  liver ; 
nor  was  the  arterial  system  obviously  affected. 

Syphilitic  disease  ot  the  myocardium. — Two 
cases  are  reported  in  the  Archives  of  the  Pathological 
Institute  of  the  London  Hospital  for  1906  (vol.  i., 
p.  8).  In  the  first  there  was  a gumma  in  the  wall 
of  the  left  ventricle,  with  three  aneurysmal  pouches. 
The  patient  was  a man,  aged  forty-six.  No  history 
of  syphilis  could  be  obtained,  but  there  was  a gumma 
in  one  testis.  He  had  suffered  from  shortness  of 
breath  for  five  or  six  months.  The  area  of  cardiac 
dulness  was  enormously  increased.  He  died  suddenly. 
In  the  second  case  there  was  a calcareous  mass  in  the 
interauricular  septum,  and  a diffused  fibrous  con- 
dition of  the  whole  myocardium.  The  patient  was  a 
man,  aged  fifty-six,  under  the  care  of  Mr.  Mansell 
Moullin. 

There  was  in  this  last  case  the  history  of  a chancre 
twenty-five  years  previously.  The  diagnosis  was  made 
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of  obstruction  of  the  vena  cava  inferior.  He  died  of 
peritonitis  in  connection  with  the  appendix. 

These  two  cases  illustrate  the  changes  which  syphilis 
can  produce  in  the  myocardium.  In  both  there  was 
extensive  interstitial  fibrosis  throughout  the  walls  of 
the  ventricles.  In  both  there  were  gummatous  deposits. 
In  the  first  case  the  gummata  had  caused  aneurysmal 
pouches  in  which  fibrin  had  been  deposited,  and  in 
the  second  the  gumma  was  represented  by  a large 
calcareous  mass.  It  is  worthy  of  note  that  the 
vascular  changes  were  not  advanced,  and  that  the  most 
noticeable  thickening  was  of  the  adventitia.  More- 
over, the  general  fibrosis  was  in  advance  of  the  vas- 
cular changes,  and  was  probably  a direct  effect  of  the 
circulating  syphilitic  poison.  Lastly,  in  both  these 
cases  there  was  the  conclusive  evidence  of  syphilis  in 
the  gummatous  condition  of  a testicle.  The  report  is 
signed  by  Messrs.  C.  H.  Miller  and  R.  A.  Worthington. 

The  larger  arteries. — The  larger  arteries  may  be 
affected  by  effusions  into  their  investing  sheaths,  con- 
stituting fusiform  gummata,  or  by  processes  leading 
to  sclerosis  of  their  proper  coats.  Either  of  these  may 
lead  to  obliteration,  or  in  rarer  cases  to  aneurysmal 
bulgings.  The  influence  of  syphilis  as  a common  cause 
of  sacculated  aneurysm  has  probably  been  exaggerated. 
Diminution  of  calibre,  tending  towards  obliteration, 
is  probably  a far  more  frequent  event. 

When  obliterative  sclerosis  affects  the  arteries  of 
the  extremities  it  is  rarely  confined  to  single  vessels, 
hence  a far  greater  risk  of  acroteric  gangrene  than 
in  cases  in  which  a large  trunk  is  occluded  and  the 
establishment  of  collateral  circulation  is  more  easy. 

The  following  is  one  of  the  best  examples  which  I 
can  offer  of  occlusion  of  a large  artery  in  connection 
with  syphilis. 

Tertiary  syphilis:  fusiform  gjimiun  surround- 
ing the  femoral  artery;  recovery  under  iodides; 
obliteration  of  the  vessel ; subsequent  defects 

ot  nutrition  in  the  foot.— Mr. came  to  me  in 

March,  1895,  on  account  of  some  patches  of  dry  eczema 
on  his  right  foot.  I did  not  at  first  remember  having 
Q 
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seen  him  before,  but,  observing  that  the  foot  was  more 
dusky  than  the  other,  and  that  all  the  nails  were  thick- 
ened and  broken,  whilst  those  in  the  other  foot  were  in 
a healthy  condition,  it  came  into  my  mind  that  I had 
attended  him  many  years  before  for  a fusiform  gumma 
around  the  femoral  artery.  I.  asked  him  whether  he 
had  not  once  had  a tumour  in  the  thigh.  He  replied, 
“ Yes,  but  that  has  quite  gone  away.”  On  examina- 
tion 1 found  that  there  was  no  pulsation  in  any  part 
of  the  femoral  artery,  nor  could  I detect  any  trace  of 
the  aneurysmal  dilatation.  Pulsation  could  be  felt 
feebly  on  the  brim  of  the  pelvis,  but  not  lower.  Thus 
it  was  clear  that  the  defects  of  nutrition  in  the  foot 
were  consequent  upon  interrupted  arterial  circulation. 

Mr.  said  that  his  foot  often  felt  a little  numb, 

and  that  he  was  not  able  to  stand  on  it  long  with 
comfort.  Thus,  when  standing  he  always  rested  his 
knee  on  a chair,  and  had  produced  a patch  of 
thickened  and  roughened  skin  by  doing  so.  He  was 
able,  however,  to  walk  almost  as  usual,  and  during 
the  six  years  which  had  elapsed  since  I had  treated 
him  for  the  arterial  disease  he  had  had  no  parti- 
cular ailment.  I ought,  perhaps,  to  speak  rather  of 
a fusiform  gumma  around  the  artery  than  of  any 
real  aneurysm.  The  treatment  had  conissted  in  the 
administration  of  full  doses  of  iodide  of  potassium. 

Mr.  had  suffered  from  syphilis  in  his  early  life. 

He  was  a man  of  middle  age.  He  was  married  and 
had  a healthy  family.  Only  this  one  artery,  so  far 
as  we  knew,  had  ever  been  affected,  and  in  it  a long, 
fusiform  gumma  had  been  developed  around  the  vessel, 
which  had  led  to  its  complete  obliteration. 

In  this  case  it  will  be  seen  that  the  obliteration  was 
of  the  superficial  femoral,  and  that  the  profunda  was 

probably  still  free.  When  Mr.  consulted  me  in 

the  first  instance  he  had  a fusiform  swelling  four  to 
six  inches  Tong,  and  as  thick  as  a large  ruler,  in  the 
middle  of  the  thigh.  It  was  easily  felt,  and  although 

tolerably  firm,  pulsated  distinctly.  I wished  Mr.  

to  keep  at  rest,  but  this  he  declined,  and  he  continued 
to  visit  me  for  some  months,  still  following  his  usual 
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avocation.  I found  the  swelling  gradually  diminishing 
under  the  iodide,  and  its  pulsation  becoming  more 
and  more  feeble  until  it  finally  ceased.  I had  attended 

Mr. for  tertiary  symptoms  previously,  and  I 

do  not  think  there  could  be  any  doubt  that  it  was  a 
periarterial  gumma.  That  obliteration  should  follow 
was  a very  interesting  and  somewhat  unexpected 
occurrence. 

Mr.  remained  within  my  observation  for 

several  years  after  the  events  above  described.  He 
retained  good  health,  and  had  no  recurrence  of 
syphilitic  lesions. 

I have  seen  several  cases  somewhat  similar  to  the 
preceding.  In  one  of  these  a man  who  had  had  syphilis 
some  years  before — I am  unable  to  state  how  many — 
had  a fusiform  swelling  form  around  the  common 
carotid  which  persisted  for  several  months  in  spite  of 
treatment,  but  finally  disappeared  without  inducing 
either  aneurysm  or  obliteration.  Many  years  ago  I 
occasionally  saw  during  several  years  a laundry-woman 
who  had  an  aneurysm  of  the  carotid,  apparently  just 
at  its  division,  since  it  entirely  filled  the  hollow  under 
the  angle  of  the  left  jaw.  It  pulsated  most  vigorously, 
and  about  the  diagnosis  there  was  not  the  slightest 
doubt,  but  it  showed  little  or  no  tendency  to  increase.  I 
am  able  to  state  from  positive  evidence  that  it  remained 
exactly  in  the  same  condition  for  six  years.  In  this 
instance  the  aneurysm  was  preceded  by  a syphilitic 
gumma,  which  began  about  ten  years  after  syphilis 
and  was  soon  followed  by  sacculation.  The  patient 
meanwhile  had  no  other  signs  of  tertiary  syphilis  and 
remained  in  good  health.  I had  once  seen  one  of  her 
children  for  iritis  in  connection  with  inherited  disease. 
Her  case  is,  as  regards  the  disease  of  a single  large 
artery  without  any  other  of  the  tertiary  symptoms 
of  syphilis,  almost  exactly  like  that  referred  to  above. 
It  may  be  asked  why  the  carotid  had  not  been  tied. 
The  fact  is  that  the  aneurysm  had  been  in  statu  quo 
for  three  years  when  I was  first  consulted,  and  that 
it  gave  so  little  trouble  that  the  patient  was  unwilling 
to  contemplate  an  operation,  nor  could  I strongly  urge 
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it.  Anyone  seeing  it  for  the  first  time,  and  ignorant 
of  the  history,  would  certainly  insist  upon  an  imme- 
diate operation,  for  there  were  no  indications  of  con- 
solidation. The  operation  would,  however,  have  been 
a ligature  of  the  common  carotid,  and,  recognising  the 
unavoidable  risks  attending  that  measure  as  regards 
the  cerebral  circulation,  I was  unwilling  to  advise  it 
unless  absolutely  necessary. 

As  has  been  stated,  although  sometimes  a consider- 
able tract  of  the  artery  is  involved,  in  others  the 
areas  are  multiple  but  limited.  The  changes  differ 
from  atheroma  in  this  marked  feature,  that  while 
the  latter  weakens  the  vessel  and  favours  dilatation 
or  pouching,  syphilis  causes  induration  and  contrac- 
tion. It  is,  therefore,  only  very  exceptionally  a cause 
of  aneurysm;  nor  does  it  commonly  produce  ulcerations 
which  are  likely  to  shed  embolic  material  into  the 
blood-current. 

It  is  not  to  be  denied,  however,  that  changes  not 
distinguishable  from  atheroma  may  result  from  syphilis, 
and  may  be  followed  by  ulceration  and  various  forms 
of  aneurysm.  In  such  the  patches  are  usually  dis- 
seminate. My  assertion  is  that  contraction  and  oblitera- 
tion are  far  more  common  results  of  syphilitic  disease 
of  the  larger  arteries  than  dilatation,  ulceration,  or 
aneurysm. 

In  the  following  instance  we  have,  I think,  a good 
example  of  arterial  occlusion  from  steadily  developing 
sclerosis.  A man,  aged  forty-four,  .who  had  passed 
through  the  early  stages  of  syphilis  at  the  age  of 
twenty-one,  enjoyed  freedom  from  symptoms  till  he 
was  thirty-two,  when  he  began  to  suffer  from  pain  in 
his  feet.  The  pain  was  increased  bj-  walking  and  was 
attended  by  great  coldness.  He  had  also  a node  on 
one  tibia.  In  the  following  year  he  lost  the  last 
phalanx  of  one  great  toe  by  acroteric  gangrene,  but 
in  the  next  year  he  was  well  enough  to  marry.  A 
year  or  two  later  a child  was  born  which  grew  up 
quite  healthy.  The  coldness  of  his  feet  continued,  and 
toe  after  toe  was  affected  by  gangrene  at  the  tip.  The 
feet  ached  so  that  he  could  take  no  exercise,  and  often 
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he  could  not  sleep.  At  the  age  of  forty -two  he  was 
brought  to  me.  His  feet  were  cold  and  dusky,  and 
several  of  the  toes  showed  unhealthy  ulcers  which  led 
down  to  bone.  He  had  no  ulcers  in  the  soles,  and  his 
knee-jerks  were  quite  good.  He  was  worn  out  with 
pain,  thin  and  cachectic. 

Under  treatment  by  small  doses  of  mercury  with 
opium,  and  the  local  use  of  opium,  he  improved  so 
much  in  the  course  of  a year  that  he  was  almost  free 
from  pain.,  and  all  the  sores  but  one  were  sound.  I 
twice  carefully  searched  for  the  tibial  arteries,  and 
could  find  in  their  place  only  hard  cords. 

The  case  differed  from  one  of  Raynaud’s  malady  in 
that  the  coldness  and  lividity  were  persistent  and  not 
paroxysmal,  and,  further,  in  that  his  hands  were  never 
affected. 

It  differed  from  tabes  in  the  persistent  aching 
character  of  the  pain  and  in  the  normal  reflexes. 

The  case  appears  to  be  a definite  example  of  slowly 
increasing  sclerosis  of  arteries,  ending  in  occlusion. 

As  already  noted,  syphilitic  disease  of  the  arteries 
does  not  usually  result  in  ulceration  of  their  coats.  We 
meet,  however,  with  exceptional  cases.  A sudden  death 
may  occasionally  occur  from  perforation  of  the  arterial 
walls.  Of  this  there  is  a specimen  in  the  museum 
of  the  London  Hospital,  presented  by  Dr.  H.  E. 
Sargent.  The  patient  was  a prostitute,  aged  thirty, 
who  had  died  suddenly  whilst  at  breakfast,  having 
had  no  previous  symptoms  of  thoracic  disease.  The 
pericardium  was  full  of  blood,  consequent  upon  a 
deep  excavation  of  the  arterial  wall  the  size  of  a 
large  pea,  which  had  sharply-cut  and  overhanging 
edges.  There  were  many  patches  of  disease  in  the 
descending  aorta  and  the  larger  arterial  trunks.  The 
intima  was  especially  thickened,  but  the  middle  and 
external  coats  were  also  involved.  This  case  is  de- 
scribed by  Dr.  Charhvood  Turner  in  the  Pathological 
Transactions  for  1885.* 


* See,  in'reference  to  arterial  changes  of  this  class,  an  excellent  and 
well-illustrated  paper  in  the  Reports  of  the  London  Hospital  Pathological 
Department  for  1908,  by  Dr.  Miller  and  Dr.  Worthington. 
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Obstructive  disease  of  the  cerebral  arteries 
in  an  early  stage  of  syphilis. — Dr.  Sharkey  has 
recorded  in  the  Pathological  Transactions  (vol.  xxxiv., 
page  10)  a case  in  which  a patient  died  from  dis- 
ease of  the  cerebral  arteries  in  the  seventh  month 
of  syphilis,  and  whilst  he  was  still  covered  with 
eruption.  It  is  of  much  interest  to  myself  to  know 
that  the  arterial  disease  wras  bilateral,  affecting  the 
middle  cerebral  on  each  side.  It  had  begun  in  the 
external  coat,  and  spread  inwards.  Both  the  arteries 
were  occluded,  the  right  completely  so,  and  there  was 
softening  of  the  parts  supplied  by  them.  The  patient 
had  suffered  from  headache,  and  was  under  syphilitic 
treatment,  when  he  rather  suddenly  passed  into  a 
semi-comatose  condition,  with  convulsions  of  all  the 
limbs.  So  he  remained  until  he  died,  a week  later. 

I find  in  the  Pathological  Transactions  for  1881 
an  important  case  illustrating  the  slowly  developed 
results  of  arteritis  of  the  cerebral  vessels  (recorded 
by  Dr.  W.  Anderson).  I have  condensed  the  narrative 
into  the  subjoined  tabular  form  : — 


AGE 

DATE 

DETAILS 

29 

1st  year 

A hard  chancre  and  secondary  symptoms, 
which  wholly  disappeared  under  the  usual 
treatment. 

30 

2nd  „ 

Quite  well. 

31 

3rd  „ 

Quite  well. 

32 

4th  „ 

Quite  well. 

33 

5th  ,, 

Began  to  complain  of  headache  and  loss  of 
memory.  Dull  pain  in  temples,  and  mental 
confusion.  Made  worse  by  mental  exertion, 
and  relieved  by  bodily  exercise. 

34 

6th  „ 

The  head  symptoms  persisted.  Headache® 
worse.  Manner  reserved  and  suspicious. 
Specifics  used  without  much  result. 

35 

7th  „ 

Suddenly  attacked  by  partial  facial  para- 
lysis. Confusion  of  ideas.  Manner  6urly. 
Partial  left  hemiplegia.  Dull  pain  in  right 
side  of  head.  Six  days  later  fell  partially 
insensible,  with  complete  left  hemiplegia. 
Temporary  recovery.  Relapse  a fortnight 
later.  Death  in  coma  after  tetanic  spasm. 
Opisthotonos.  Hyperpyrexia. 
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No  details  are  given  as  to  the  extent  to  which  the 
specific  treatment  which  is  mentioned  had  been  pushed. 
The  case  is  exceptional  as  to  the  mode  of  death,  but 
in  other  respects  is  probably  an  illustration  of  what 
is  not  uncommon. 

Autopsy. — Dense  nodular  thickening  of  the  coats  of 
the  basilar  artery,  and  in  less  degree  of  the  right  middle 
cerebral.  The  changes  were  characteristic  of  syphilis, 
and  involved  all  the  coats,  but  in  some  parts  especially 
the  intima,  and  in  others  the  media  and  adventitia. 
No  gummatous  formations  within  the  skull,  nor  other 
changes  excepting  superficial  softening  near  the  right 
island  of  Reil. 

Dr.  Anderson  writes  : “ The  revelations  of  the  post- 
mortem fully  accounted  for  the  symptoms  up  to  a 
certain  point.  The  headache,  excited  only  by  mental 
effort,  coincided  with  the  gradual  narrowing  of  the 
basilar  artery,  which  prevented  the  free  influx  of 
blood  demanded  by  active  brain  functions.  The  im- 
paired memory,  etc.,  are  to  be  explained  by  the  same 
cause.  The  final  paralysis  and  subsequent  well-marked 
hemiplegic  attack  were  attributable  to  the  plugging  of 
the  middle  cerebral  artery.” 

Syphilitic  disease  around  small  arteries  in 
brain  producing  induration. — In  reference  to 
syphilitic  disease  of  the  arteries  of  the  brain,  Prof. 
Sir  Clifford  Allbutt  has  recorded  an  important  obser- 
vation. In  the  brain  of  a patient  who  died  with 
syphilitic  disease  of  many  organs,  he  found  several 
scattered  masses,  varying  in  size  from  a pea  to  a 
walnut,  which  were  somewhat  indurated.  On  micro- 
scopic examination  the  induration  appeared  to  be 
chiefly  due  to  cell  effusion  into  the  perivascular 
sheaths.  This  effusion  caused  great  thickening  around 
the  arteries,  embedding  them  in  a semi-transparent 
granular  matter. 

We  owe  to  Dr.  Alexander  Bruce,  of  Edinburgh,  a 
very  valuable  paper  entitled  "Syphilitic  Nodose  Peri- 
arteritis.” He  supports,  by  the  citation  of  patho- 
logical evidence,  the  belief  that  periarteritis  is  often 
a very  important  condition.  This  is  an  opinion  which 
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I have  myself  long  held,  and  it  was  most  instructively 
illustrated  in  a post-mortem  which  I have  recorded. 
In  that  instance  a man  who  was  in  the  second 
year  of  syphilis  died  after  obscure  head  symptoms. 
The  autopsy  showed  nodular  gummatous  effusion  at 
various  positions  along  the  course  of  the  cerebral 
arteries  of  both  hemispheres. 

Dr.  Jullien,  of  the  St.  Lazare  Hospital,  Paris, 
recorded  in  1886  some  cases  of  obliteration  of  the 
larger  arterial  branches  in  the  course  of  syphilis. 
Subsequently,  in  a paper  entitled  “ Syphilis  cause  de 
gangrene ,”  he  claimed  specific  affections  of  the  smaller 
vessels  and  capillaries  as  a cause  of  local  sphacelus 
of  skin  and  mucous  membranes.  The  two  cases  cited 
in  the  latter  were  both  in  connection  with  inherited 
taint. 

It  has  been  already  noted,  respecting  all  examples 
of  occlusion  of  arteries  in  connection  with  syphilis, 
that  the  onset  of  symptoms  is  rarely  sudden.  I have 
adverted  to  this  in  a paper  on  “ Sudden  Occlusions 
of  Arteries  by  Coagulation,”  given  in  my  Archives 
(vol.  ix.).  In  one  of  the  cases  there  was  a history  of 
syphilis  twenty  years  before  sudden  hemiplegia,  but 
there  did  not  appear  any  reason  to  associate  the  two 
as  cause  and  effect. 

In  my  Archives  (vol.  vii.,  p.  30  et  seq.)  will  be 
found  some  very  remarkable  examples  of  occlusion  of 
large  arteries.  In  two  at  least  of  the  cases  cited  syphilis 
was  a possible  cause. 

Dr.  Charles  Chapman  has  given  an  account  of  a 
case  in  which,  in  1897,  he  had  described  before  the 
Clinical  Society*  the  phenomena  of  bradycardia  with 
obstruction  of  the  inferior  vena  cava.  In  the  session  of 
1899  the  same  patient  was  referred  to  as  exhibiting 
obstruction  of  the  inferior  vena  cava,  probably 
syphilitic.  This  patient  remained  under  Dr.  Chap- 
man’s observation  for  eight  years,  the  signs  of  caval 
obstruction  having  existed  for  fourteen.  The  pulse 
had  ranged  from  33  to  44,  and  there  had  been  attacks 
of  syncope.  There  was  a history  of  syphilis  twenty 

* Clin,  Soc.  Trans.,  vol.  xxxix.,  p.  2G. 
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years  previously.  The  man  finally  died  after  an 
operation  for  suppurative  appendicitis.  The  post- 
mortem showed  advanced  fibrosis  of  the  myocardium, 
with  mitral  stenosis  and  narrowing  of  the  left  auricle. 
The  left  testicle  presented  a typical  diffuse  fibro- 
gummatous  condition. 

Periphlebitis  as  a consequence  of  syphilis. — 

There  is  a curious  form  of  periphlebitis  due  to 
syphilis  which  is  often  very  chronic  in  its  course,  and 
produces  very  peculiar  changes.  It  is  attended  by 
great  thickening  around  distended  and  convoluted 
veins,  which  become  matted  together  in  a cake-like 
mass,  and  adherent  to  the  skin.  Sometimes  suppura- 
tion occurs  and  portions  of  cellular  tissue  slough, 
producing  characteristic  sores,  but  in  other  cases  the 
condition  may  last,  in  a state  possibly  of  partial 
cure  by  specifics,  for  many  years.  It  always  tends  to 
spread.  Slight  forms  of  syphilitic  periphlebitis  are 
not  uncommon  and  are  usually  seen  in  the  legs.  I 
will  describe  two  exceptional  cases. 

In  the  case  of  a Swedish  gentleman  who  was  sent 
to  me  by  Sir  Joseph— now  Lord — Lister,  there  was 
an  area  on  the  left  thigh  and  buttock  as  large  as 
both  hands  outspread,  which  was  greatly  thickened 
and  cake-like.  Its  surface  was  uneven,  hard  in  parts 
and  doughy  in  parts,  whilst  here  and  there  thickened 
veins  of  considerable  size  could  be  easily  distinguished. 
The  margins  of  the  patch  were  tolerably  definite,  but 
from  them  passed  enlarged  veins.  In  parts  there  was 
a sort  of  subcutaneous  scarring,  which  had  produced 
depressions.  The  history  was  that  the  condition  had 
been  slowly  extending  for  four  or  five  years,  and  that 
a complete  attack  of  syphilis  had  preceded  it. 

In  the  case  of  a patient  who  was  sent  to  me  by 
Dr.  Calthrop,  of  Holloway,  the  state  of  things  was 
yet  more  peculiar.  The  whole  of  the  right  lower 
extremity  was  involved.  The  skin  and  subcutaneous 
tissues  were  irregularly  thickened  and  lumpy.  In 
parts  there  were  deep  depressions  (subcutaneous  scars), 
whilst  in  others  the  thickening  amounted  to  an  inch 
or  more.  At  first  sight  I thought  there  had  been 
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not  the  case,  and  that  the  depressions  had  formed 
without  any  external  sore.  In  many  places  there  were 
thick  masses  of  convoluted  veins,  which  were  dilated 
and  plugged.  In  some  parts  the  skin  was  dusky  and 
red,  but  in  most  it  was  tallowy.  I was  told  that 
the  condition  had  commenced  six  or  eight  years  ago 
in  the  leg,  and  had  gradually  spread  from  the  leg 
to  the  top  of  the  thigh.  The  attack  of  syphilis  was 
twenty  years  ago,  when  the  patient  was  in  excellent 
health.  I believe  that  nothing  in  the  way  of  specific 
treatment  had  been  adopted  for  its  cure.  The  patient 
came  to  me,  not  so  much  on  account  of  his  leg,  as 
for  a patch  of  dusky  erythema  which  covered  one 
cheek.  This  latter  was  very  peculiar,  and  was,  I do 
not  doubt,  a syphilitic  simulation  of  lupus  erythe- 
matosus. The  patch  spread  from  the  left  ear  upon  the 
cheek,  and  was  as  large  as  the  palm  of  a hand.  It 
was  slowly  serpiginous  and  quite  without  ulceration. 
Its  border  was  raised,  and  slightly,  but  distinctly, 
cedematous.  There  was  pitting  on  pressure. 


CHAPTER  XXV 


DISEASES  OF  THE  EAR  IN  CONNECTION  WITH 

SYPHILIS 

Our  knowledge  of  diseases  of  the  ear  in  connection 
with  syphilis  is  of  recent  acquisition,  and  as  yet  in- 
complete. A very  serious  form  of  deafness,  often 
absolute,  has,  however,  been  clearly  identified  in  con- 
nection occasionally  with  the  acquired  disease,  and 
far  more  frequently  with  the  inherited.  Its  features 
under  these  two  conditions  are,  for  the  most  part, 
similar,  though  with  differences,  and  it  is  probable 
that  it  depends  upon  similar  changes  in  both.  That 
those  changes  take  place  in  the  internal  ear,  or  the 
nerve  apparatus,  is  tolerably  certain  ; but  as  to  their 
exact  site  and  nature  we  are  still  in  doubt.  Apart 
from  these  forms  of  nerve  deafness,  which  I shall 
describe  directly,  the  function  of  hearing  may  be  im- 
paired in  syphilis  by  disease  (a)  in  the  external  ear, 
as,  for  instance,  by  a chancre,  or  a papular  or  con- 
dylomatous  eruption,  or,  later  on,  by  periostitis  or 
lupus;  (h)  in  the  Eustachian  tube  or  middle  ear,  by 
extension  of  inflammatory  action  from  the  throat ; or 
by  adhesions,  or  stricture,  secondary  to  ulceration. 

None  of  the  conditions  forming  these  two  groups 
cause  absolute  deafness;  nor  do  they  interfere  with 
conduction  through  the  cranial  bones.  The  patient 
can  always  hear  his  own  voice  or  a watch  placed 
between  his  teeth.  For  the  most  part  one  ear  only  is 
affected.  The  prognosis  is  usually  good  (that  is,  up 
to  a certain  point),  and  the  measures  of  treatment 
are  easily  laid  down. 

It  is  wholly  different  in  the  affections  to  which 
we  must  next  ask  attention.  In  these  the  onset  is 
rather  sudden  : both  cars  are  affected,  though,  perhaps, 
not  quite  simultaneously;  the  progress  is  rapid,  and, 
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unless  the  treatment  bo  very  prompt  and  energetic, 
the  loss  of  function  may  be  absolute.  There  is  seldom 
any  material  pain,  and  scarcely  ever  any  otorrhoea,  or 
other  evidence  of  external  inflammation.  Tinnitus  is 
almost  always  present  from  the  first,  and  is  some- 
times distressing;  and  occasionally,  but  not  usually, 
especially  if  both  ears  be  affected,  there  is  giddiness. 
Probably  many  cases  occur  both  in  the  inherited  and 
acquired  form  of  disease  in  which  the  ears  are  slightly 
affected,  and  the  condition  passes  off,  but  if  once  the 
state  has  reached  a certain  point  the  prognosis  is 
most  grave.  All  observers  admit  that  in  such  cases 
their  degree  of  success  has  been  very  slight.  It  is 
imperative,  therefore,  whenever  the  ear  is  threatened 
in  syphilis,  to  push  specific  measures  as  rapidly  as 
possible.  The  patient  should  be  made  to  keep  his  bed, 
and  mercury  so  used  as  to  touch  the  gums  within  a 
week.  By  these  measures,  in  one  case  of  the  most 
alarming  character,  I believe  that  I was  successful  in 
restoring  perfect  hearing.  Unfortunately  the  disease 
but  too  often  does  not  come  under  the  notice  of  the 
specialist  until  too  late.  My  own  experience  would  lead 
me  to  believe  that  these  severe  forms  in  association 
with  acquired  disease  are  rare. 

In  the  inherited  form  they  are,  unfortunately,  toler- 
ably common,  and  are  yet  less  amenable  to  treatment.  It 
is  a not  infrequent  cause  of  acquired  deaf-mutism. 
It  is  quite  possible  that  the  recognition  of  the  bad 
prognosis  may  have  induced,  in  reference  to  this  class 
of  cases,  supineness  in  treatment.  We  do  not  usually 
in  hereditary  syphilis  adopt  the  vigorous  measures 
which  I have  just  hinted  at,  but  I am  sure  that, 
having  regard  to  the  terrible  results  in  prospect,  it 
would  be  more  than  justifiable,  in  the  early  stage 
of  ear  disease  of  this  type  from  inherited  taint,  to 
confine  the  child  to  bed  and  induce  ptyalism  quickly. 
Mr.  Hinton,  from  his  practice  at  Guy’s,  calculated 
that  one  in  twenty  of  his  patients  had  suffered  from 
it,  and  that  it  was  by  far  the  most  frequent  cause  of 
non-congenital  deaf-mutism.  Sir  W.  Dalby  places  it 
next  to  scarlet  fever  as  a cause  of  that  condition. 
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When  disease  of  the  internal  ear  occurs  from 
acquired  syphilis,  all  observers  agree  that  it  is  usually 
toward  the  latter  part  of  the  secondary  stage.  Its 
progress  is  so  rapid  that  some  have  spoken  of  its 
onset  as  “ sudden  ” ; there  is,  however,  always  a pre- 
monitory stage.  The  loss  of  power  of  hearing  through 
the  cranial  bones  is  usually  early  and  definite.  Occa- 
sionally some  nocturnal  pain  may  occur  in  the  temporal 
and  frontal  bones.  It  will  be  seen  that  it  has  its 
analogue  in  iritis  and  neuro-retinitis  when  these 
affections  occur  from  acquired  disease.  It  is  not  so, 
however,  when  they  occur  from  inherited  taint.  If  the 
subject  of  the  latter  have  iritis,  it  is  almost  always 
in  infancy,  whereas  the  deafness  seldom  happens  till 
eight  years  of  age,  and  is  usually  later,  occurring  at 
the  same  time  as  the  keratitis.  The  discovery  of  this 
ear-disease  in  association  with  inherited  syphilis  was 
one  of  the  earliest  results  of  the  recognition  of  the 
teeth  as  a means  of  diagnosis.  At  the  meeting  of  the 
British  Medical  Association  in  London  in  1860  I 
demonstrated  at  the  same  time  the  peculiarities  of 
the  teeth  and  this  special  form  of  deafness.  On  this 
occasion  a considerable  number  of  patients  were  pro- 
duced. It  would  appear  that  females  are  more  subject 
to  the  affection  than  males.  I was  assisted  in  my 
work  in  this  matter  by  my  friend  the  late  Mr.  Hinton, 
and  he  subsequently  did,  independently,  other  valuable 
work  in  respect  to  it. 

Deafness  and  facial  paralysis  together  on 
one  side  in  connection  with  syphilis;  recovery 
from  the  paralysis,  hut  permanence  of  the 

deafness. — I saw  Mr.  , with  Dr.  B , on 

August  29,  1879.  It  was  believed  that  he  had  had 
primary  syphilis  in  1875,  and  for  some  time  preceding 

our  consultation  Dr.  B had  been  treating  him  on 

account  of  large  nodes  on  his  head,  one  of  which  had 
suppurated.  My  chief  interest  in  his  case  was  in  con- 
nection with  almost  absolute  deafness  in  his  right  ear. 
This,  he  said,  had  occurred  together  with  complete 
paralysis  of  the  face  on  the  same  side  some  years  ago. 
I have  not  recorded  the  precise  dates,  but  it  must 
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have  been  within  a comparatively  short  time  of  his 
primary  syphilis.  He  did  not  remember  that  he  had 
ever  suffered  much  from  either  headache  or  earache. 
Under  treatment  his  facial  paralysis  had  been  com- 
pletely removed,  but  he  remained  almost  absolutely 
deaf  in  the  affected  ear.* 

On  the  sissociution  of  facial  paralysis  with 

deafness.- — The  association  of  facial  paralysis  with 
deafness  from  syphilis  was  new  to  me  when  the  case  of 

* Dr.  Knapp  has  recorded  the  following  facts  in  reference  to  “ Deaf- 
ness in  Acquired  Secondary  Syphilis  from  Disease  of  Inner  Ear  ” (p.  67). 
They  illustrate  what  I have  said  as  to  the  risk  of  permanence  : — 

‘■Mrs. , forty-two,  in  May,  1870,  began  to  have  headache,  nausea, 

and  giddiness.  Ice  to  head  ordered. 

“ July. — Pharyngitis  and  papular  rash  over  whole  body. 

“ Dec.  23. — Suddenly  she  had  severe  headache,  dizziness  and  nausea, 
but  no  vomiting  ; with  intense  tinnitus  and  rapid  diminution  of  hearing. 
Was  obliged  to  lie  down  ; on  attempting  to  get  up  she  always  fell,  but 
not  in  any  determinate  direction.  When  lying  down,  the  room  seemed 
to  roll  from  side  to  side,  or  to  balance  up  and  down,  according  as  she  lay 
on  her  side  (the  former)  or  on  her  back  (the  latter).  In  a week,  almost 
absolutely  deaf. 

“Jan.  12,  1871  (three  weeks  later).— Increase  of  headache  and  giddi- 
ness, with  failure  of  sight,  coloured  vision,  sparks,  and  wavering  of  sur- 
rounding objects  ; these  latter  symptoms  lasting  only  a few  minutes,  and 
recurring  often  during  three  days,  but  not  afterwards. 

“Jan.  18. — Well-marked  double  iritis  with  -j-  tension.  Syphilitic  sore 
throat  and  papular  rash  still  well  pronounced.  Much  complaint  made  of 
noises  in  head.  Mercury  ordered.  Eapid  improvement  in  iritis,  and  as 
soon  as  fundus  could  be  seen,  vitreous  found  to  be  cloudy  and  neuro- 
retinitis present.  No  retinal  haemorrhages  nor  any  exudation  patches. 

“ After  four  weeks’ treatment. — Headache,  rash,  and  sore  throat  almost 
well ; giddiness  less,  hearing  slightly  improved.  To  have  iodide  of 
potassium  and  use  electricity. 

“ Two  months  later. — Iritis  quite  well,  pupils  movable  ; some  neuro- 
retiual  haze  still  remaining.  Noises  in  ears  continue,  but  are  less  distress- 
ing ; still  subject  to  dizziness,  but  can  walk  alone  ; hearing  not  better 
than  last  note.  Health  good,  skin  clear  (April  22,  1871).” 

Knapp,  ibid.,  p.  72,  quotes  Gruber’s  remarks  on  deafness  in  syphilitic 
persons,  which  he  translates  thus  : — 

“I  [Gruber]  have  had,  up  to  the  present  time,  the  opportunity  to 
examine  four  syphilitic  soldiers,  who  had  suddenly  become  deaf  after 
having  taken  cold.  The}'  suffered  from  vertiginous  attacks,  from  which 
they  recovered,  but  remained  deaf  in  spite  of  all  treatment.  One  of 
these  patients  died  from  typhus  fever  shortly  after  his  aural  difficulty. 
On  examination,  considerable  hyperasmia  was  discovered  in  the  mucous 
membrane  of  the  drum,  and  in  the  membranous  labyrinth,  which 
appeared  much  thickened.  The  liquid  within  the  labyrinth  was  sanguino- 
lent  and  abundant.’’  Gruber  asks,  says  Knapp,  “ whether  this  condition 
is  perhaps  to  be  thought  an  inflammation  with  haemorrhagic  exudation, 
to  which  syphilitic  patients  are  predisposed.  Further  observations  are 
needed.” — From  Arch.  Ophth.  und  OtoL,  vol.  ii. , pt.  1,  1871. 
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Mr.  came  under  my  observation.  This  case  inter- 

ested me  exceedingly,  for  I could  not  but  see  at  once 
how  much  help  it  gave  us  towards  a correct  under- 
standing of  the  local  cause  of  this  form  of  deafness. 
It  had  previously  been  a matter  of  plausible  con- 
jecture that  the  nervous  apparatus  of  the  internal 
ear  was  the  part  implicated  in  almost  all  forms  of 
syphilitic  loss  of  hearing.  Whether,  however,  the 
process  was  more  analogous  to  optic  neuritis,  to 
retinitis,  or  to  iritis  it  was  difficult  to  guess.  No 
opportunities  for  post-mortem  dissection  had  occurred 
to  me,  nor  could  they  be  expected.  It  seemed  clear, 
however,  when  we  saw  the  seventh  nerve  involved  also, 
that  the  inflammation  was  probably  one  of  fibrous 
tissues,  and  not  primarily  of  nervous  elements;  that 
it  was,  in  fact,  the  analogue  of  sclerotitis,  iritis,  and 
choroiditis,  rather  than  of  retinitis  or  neuritis.*  The 
facial  nerve  could  only  become  involved  by  pressure 
upon  its  trunk  during  its  passage  through  the  tem- 
poral bone.  Hence  the  legitimate  inference  that  the 
fibrous  lining  of  its  canals  must  be  implicated  in  the 
inflammation. 

The  facial  nerve  enters  the  internal  meatus  with 
the  auditory.  At  the  bottom  of  the  meatus  they  part 
company,  and  the  facial  pursues  a winding  direction 
in  the  Fallopian  aqueduct,  and  passing  along  the  inner 
wall  of  the  tympanum,  finally  arches  downwards  to 
the  stylo-mastoid  foramen,  its  aperture  of  exit.  In  one 
part  of  this  course  it  lies  between  the  cochlea  and 
vestibule,  and  the  whole  of  it  is  in  such  close  con- 
nection with  the  internal  and  middle  ear  that  any 

* It  is  well,  however,  to  remember  that  although  we  use  these  terms, 
“ neuritis,”  “ retinitis,”  etc  , as  if  they  implied  primary  inflammation 
of  nerve  elements,  they  do  not  really  do  so.  In  all  cases  it  is  probably 
the  fibro-cellular  investments  of  the  nerve  structures  which  are  implicated, 
and  not  those  structures  themselves.  The  suggestion  made  in  the  text 
goes,  however,  somewhat  further  than  the  general  statement  that  all 
syphilitic  inflammations  have  their  primary  seat  in  cellular  tissue,  for  it 
implies  that  in  these  cases  of  ear  disease  it  is  not  the  cellular  framework 
of  the  nerves,  but  that  which  lines  the  bony  chambers  containing  the 
aural  structures,  which  is  implicated.  Is  it  not  possible  that  this 
hypothesis  may  throw  important  light  on  the  pathology  of  other  ear 
affections  than  those  due  to  syphilis,  such,  for  instance,  as  Meniere’s 
malady,  etc.  ? 
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inflammatory  swelling  might  easily7  involve  the  fibrous 
lining  o i its  canal,  exercise  injurious  pressure  on  its 
trunk,  and  cause  its  paralysis.  Nor  is  it  easy  to 
conceive  of  its  implication  in  any  other  manner,  for 
it  is  not  in  close  association  with  the  auditory  nerve 
at  any  other  part  of  its  course. 

We  come,  then,  to  the  conclusion  that  the  deafness 
which  occurs  in  the  secondary  stage  of  syphilis  is  due 
to  the  inflammation  of  a sense-capsule,  analogous  to 
that  which  occurs  in  the  eye,  and  of  which  iritis  is 
the  most  conspicuous  symptom.  We  know  well  that 
what  we  call  syphilitic  iritis  is  often  an  ophthalmitis 
implicating  other  structures  as  well  as  the  iris,  and  that 
it  is  one  originating  in  cellular  and  fibrous  structures, 
and  not  primarily,  or  chiefly,  implicating  the  nervous 
elements  of  the  organ.  We  may  have  a syphilitic 
retinitis  without  iritis,  and  in  turn  the  latter  without 
retinitis.  The  parallel  probably  holds  good  in  the  case 
of  the  ear,  and  the  cases  in  which  the  trunk  of  the 
portio  dura  becomes  compressed  are  those  in  which 
the  fibrous  structures  are  most  severely  implicated. 

Dearness  in  the  secondary  stajre  ol  syphilis, 
with  paralysis  of  facial  nerve;  recovery  from 
the  facial  paralysis,  with  permanent  deafness ; 
subsequent  occurrence  of  other  nerve  symp- 
toms.— In  the  case  referred  to  on  p.  255,  the  patient 
was  a man  of  forty-five,  in  good  health,  for  whom  I 
had  myself  prescribed  during  the  secondary7  stage  of 
syphilis.  He  then  had  a copious  eruption  and  an 
acute  attack  of  iritis  in  the  right  eye.  The  chancre 
occurred  in  March,  and  I prescribed  mercury  for 
the  first  time  in  June.  He  got  rid  of  all  symptoms. 
In  September  he  was  allowed  (not  by  myself)  to  leave 
off  mercury,  and  took  iodide  only.  For  a fortnight 
he  had  left  off  all  treatment,  when,  in  the  last  week 
of  the  month,  facial  paralysis  set  in  on  the  right  side. 
I saw  him  on  October  1st.  He  was  then  absolutely 
deaf  in  the  right  car,  and  could  not  hear  the  watch 
when  pressed  over  the  ear,  the  forehead,  or  the  mastoid. 
So  insidiously  had  the  deafness  come  on  that  he 
had  not  himself  found  it  out  until  others  discovered 
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it.  He  had  consulted  Dr.  P for  the  facial 

paralysis,  and  it  was  then  ascertained  that  he  was 
also  quite  deaf  in  the  ear  of  the  affected  side.  The 
facial  paralysis  was  not  quite  complete.  He  could 
just  manage  to  shut  his  eye,  but  could  not  wrinkle 
his  forehead ; the  side  of  the  face  remained  expression- 
less during  conversation,  but  on  strong  effort  none  of 
the  muscles  appeared  to  be  absolutely  paralysed.  He 
thought  that  it  was  already  beginning  to  improve. 

On  inquiring  particularly  as  to  what  his  first 
symptoms  had  been,  he  replied,  very  definitely,  “ Giddi- 
ness ” ; “I  reel  in  walking,  and  on  one  occasion  I 
asked  my  brother  if  he  had  not  noticed  that  I reeled, 
and  he  said  that  he  had.”  At  this  time  nothing 
drew  his  attention  to  his  ear ; he  had  no  noises  or 
uncomfortable  sensations  in  it;  and  neither  he  nor  his 
wife  had  noticed  that  he  was  losing  hearing  until,  on 

consulting  Dr.  P , it  was  ascertained  that  he  was 

totally  deaf  in  that  ear.  Soon  after  this  was  found 
out  he  began  to  be  conscious  that  the  other  ear  was 
failing  a little.  On  one  or  two  occasions  he  had  felt 
a little  sick  in  connection  with  the  giddiness,  and 
once,  on  waking  and  turning  over,  he  had  vomited 
bile.  At  first  there  had  been  no  pain  in  the  head  nor 
tenderness,  but  when  I saw  him,  ten  days  after  the 
commencement  of  the  symptoms,  he  had  a fixed  pain 
in  the  top  of  his  head,  and  there  was  tenderness, 

though  without  swelling,  all  over  the  mastoid  region. 
The  other  ear  had  at  this  time  decidedly  failed,  and 
he  did  not  hear  a watch  until  brought  within  eight 
inches.  It  is  not  without  interest  to  note  that  the 
ear  first  affected  was  on  the  same  side  as  the  eye 
which  had  suffered  first  from  iritis. 

I saw  this  patient  again  two  months  later. 

During  almost  the  whole  of  the  interval  he  had  been 
freely  treated  with  mercury,  and  his  gums  had  been 
for  a long  period  kept  sore.  He  had  also  taken 

latterly  a good  deal  of  iodide  of  potassium.  The 

result  had  been  that  the  paralysis  of  the  right  portio 
dura  had  almost  disappeared.  He  remained,  however, 
absolutely  deaf  in  the  right  ear,  and  although  he  said 
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that  the  hearing  in  the  left  was  quite  good,  it  was 
certainly  somewhat  defective.  At  first  he  could  not 
hear  the  watch  on  his  forehead,  though  after  a while  he 
thought  that  he  did  so,  and  he  did  not  hear  it  through 
the  air  at  any  greater  distance  than  about  one  foot. 
He  could  see  almost  perfectly  with  the  right  eye,  but 
not  so  well  with  the  left;  the  presence  of  vitreous 
opacities  in  both,  and  in  much  greater  abundance  in 
the  left,  probably  explained  this.  There  was  no  optic 
neuritis.  A remarkable  feature  during  the  latter  part 
of  his  illness  had  been  a constant  liability  to  severe 
neuralgic  pains  in  his  head.  These  had  for  several 
weeks  almost  entirely  prevented  his  sleeping,  and  still 
did  so  to  a large  extent.  He  said  that  he  rarely 
slept  more  than  ten  minutes  at  a time,  unless  under 
the  influence  of  opium.  He  described  the  pain  as 
“ a biting  pain,”  and  said  that  it  usually  began  in 
his  forehead  or  eyes,  and  then  passed  to  the  occiput 
and  top  of  the  head.  In  connection  with  the  pain 
he  mentioned  a symptom  which  I do  not  know  that 
I ever  heard  described  before,  “ an  acutely  burning 
sensation  on  the  rim  of  the  ears.”  He  said  that  this 
was  often  intolerable,  and  that  he  could  only  relieve 
it  by  constant  pressure.  He  had  been  confined  to  his 
bedroom  during  the  whole  treatment,  and  although  he 
could  walk  and  even  move  about  quickly,  he  was  very 
liable  to  giddiness  in  doing  so.  He  usually  kept  his 
head  wrapped  in  a shawl,  for  the  slightest  breath  of 
air  would,  he  said,  “ bring  on  the  neuralgia  in  his 
neck  and  head.” 

The  prompt  recovery  of  the  portio  dura,  whilst 
complete  deafness  remained,  renders  it  almost  certain 
that  the  cause  of  both  symptoms  was,  as  we  had  sup- 
posed, inflammation  of  the  fibrous  structures  of  the 
middle  and  internal  ear. 

On  August  6 of  the  following  year  (1889)  I saw  the 
patient  again.  I made  note,  that  he  was  still  quite 
deaf  in  the  right  ear,  but  that  his  facial  muscles  had 
quite  recovered.  He  had  been  at  his  office  working 
hard  for  three  months.  His  brain,  he  said,  was  per- 
fectly clear.  He  looked  well.  At  this  date  he  had 
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been  taking  specifics  for  more  than  a year.  He  said 
that  he  sometimes  staggered  in  the  street,  and  made 
people  think  that  he  was  drunk;  hut  he  never  had  the 
slightest  feeling  of  giddiness  in  the  head.  His  sight 
was  perfect  in  both  eyes,  hut  he  described  symptoms  of 
temporary  failure  of  accommodation  in  the  right  eye. 
The  movements  of  the  eyeballs  were  perfect. 

I find  from  a note  on  October  12,  1889,  that  the  patient 
had  then  been  quite  well  for  some  months.  He  had 
been  attending  to  his  business  and  taking  no  medicine. 
During  the  preceding  month,  however,  he  had  been 
suffering  from  severe  neuralgia  in  the  occiput  and 
right  side  of  head.  He  said  that  it  affected  the  socket 
of  his  eye;  and  his  reason  for  coming  to  me  was  that 
he  had  that  morning  found  the  sight  of  his  right  eye 
for  a time  very  dim.  The  dimness  was  all  but  gone 
when  he  reached  my  house,  and  he  could  just  puzzle 
out  No.  2.  From  his  description,  I inferred  that  it 
had  been  a failure  of  accommodation  in  connection 
with  a low  degree  of  hypermetropia. 

On  April  29,  1890,  the  patient  was  again  under 
my  care,  having  had  an  attack  of  what  he  called 
“ paralysis  of  the  tongue.”  It  appeared  that  after 
having  been  at  an  evening  party  and  got  a good  deal 
excited,  he  had  awakened  in  the  night  in  a condition 
which  had  much  alarmed  him.  His  expression  was, 
“ I could  neither  think,  speak,  nor  write;  I could  not 
find  words.”  This  attack  occurred  on  January  29, 
and  was  only  transitory.  He  had  had  no  hemiplegia, 
but  “ felt  numb  and  stupid.”  He  was  in  bed  on 
account  of  this  attack  for  about  a fortnight,  and  again 
took  specifics. 

I saw  this  patient  repeatedly  afterwards  on  account 
of  various  nervous  symptoms.  In  1891  he  was  in  good 
health,  but  the  deafness  in  the  right  ear  continued 
complete. 

I saw  him  last  in  June,  1899.  He  was  then  in 
excellent  health,  and  came  to  me  only  on  account  of 
rheumatism. 

Deafness  in  the  course  of  secondary  syphi- 
lis.—A gentleman,  aged  thirty-one,  came  to  me  on 
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January  17,  1894.  He  was  very  deaf,  being  unable 
to  hear  a watch  when  pressed  on  his  forehead,  and 
only  just  able  to  do  so  when  pressed  on  the  ear.  His 
deafness  had  been  coming  on  for  about  two  months, 
and  his  first  symptom  had  been  singing  in  the  ears. 
He  had  been  out  shooting  one  day  in  October,  and 
on  coming  home  found  himself  deaf.  He  had  at  the 
same  time  a sore  throat.  He  had  suffered  from  a 
chancre  in  the  preceding  September,  which  had  been 
followed  by  a sore  throat,  and  he  still  had  some  filmy, 
white-edged  sores  on  the  tongue,  tonsils,  and  cheeks. 
His  teeth  and  forehead  were  somewhat  suggestive  of 
inherited  syphilis. 

Deafness  and  blindness  in  the  same  patient, 
consequent  on  inherited  syphilis. — A case  will  be 
found  given  in  the  first  edition  of  this  manual  (p.  231), 
in  which  a young  woman  who  displayed  characteristic 
teeth  was  both  blind  and  deaf.  The  failure  of  hearing 
began  at  the  age  of  twelve,  and  in  two  years  was 
complete.  The  eyes  had  been  lost  by  relapsing  kerato- 
iritis.  It  may  be  suspected  that  a taint  of  gout 
was  also  present.  The  girl  was  well  grown,  of  good 
features,  and,  in  spite  of  her  cruel  disabilities,  active 
and  cheerful. 

A second  case  in  which  blindness  and  deafness 
occurred  together  is  recorded  on  p.  443  (first  edition). 

Cases  illustrating  the  occurrence  of  anaesthesia 
of  the  lower  extremities  in  the  secondary  stage 
of  syphilis;  Meniere's  phenomena;  giddiness 
and  reeling  gait;  extreme  anaemia  and  debility; 
inability  to  write. — The  following  case  is  of  great 
value,  as  illustrating  the  variety  of  nervous  phenomena 
which  may  occur  in  connection  with  syphilis  in  its 
secondary  stage.  It  also  well  enforces  the  lesson  that 
in  all  obscure  cases  with  a syphilitic  history  mercury 
ought  to  be  pushed.  The  patient  was  at  one  time  so 
anaemic  and  feeble  that  I feared  he  would  die,  and  he 
himself  believed  that  his  debility  was  due  to  mercury. 
Yet  this  was  the  remedy  under  which,  when  used  by 
inunction,  his  cure  was  brought  about  and  his  health 
completely  restored- 
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It  will  be  convenient  to  begin  the  narrative  of  this  ease 
in  the  middle,  at  a date  when,  at  my  request,  we  sought  the 
advantage  of  Dr.  Hughlings  Jackson’s  assistance  in  con- 
sultation. 

This  was  on  January  16,  1884.  At  this  date  the  defect  in 
sensation  had  very  much  passed  off.  It  had  been  greatest  in 
the  right  lower  extremity,  although  slightly  present  in  the 
other  also.  It  had  been  preceded  by  back-ache.  He  assured 
us  that  there  had  been  a time  (a  month  ago)  when  he  could 
pinch  the  skin,  or  stick  in  a pin,  without  causing  sensation. 
Now,  however,  although  it  still  felt  numb,  he  could  easily  feel  a 
pinch.  The  improvement  had  occurred  whilst  taking  mercury. 

At  this  date  lie  was  still  deaf  in  one  ear,  but  not  absolutely 
so,  being  able  to  hear  a watch  when  placed  within  two  inches. 
His  ear  had  been  examined  at  my  request  by  Dr.  Laidlaw 
Purves,  who  said  that  there  was  nothing  abnormal  to  be  seen. 
He  was  still  much  plagued  with  what  he  called  giddiness,  but 
it  did  not  prevent  him  from  going  to  business,  taking  journeys, 
etc.  It  was  never  attended  by  “swimming  of  the  things  in  the 
room,”  and  from  first  to  last  he  had  never  had  any  paroxysms. 
It  was  entirely  absent  in  the  recumbent  posture  and  when 
sitting  still;  but  came  on  if  he  moved  his  head,  as  in  writing 
or  reading,  and  especially  when  rising  from  his  chair,  and 
in  walking.  It  was  worst  on  movement  when  in  the  dark.  He 
could  not  well  describe  it,  but  said  his  head  felt  full,  as  if  he 
must  reel  or  fall.  He  was  conscious  of  great  unsteadiness  in 
walking. 

Dr.  Jackson  laid  stress  on  the  fact  that  he  had  no 
paroxysms,  and  that  his  gait  was  that  of  drunkenness;  that 
is,  with  a definite  tendency  to  reel.  Our  patient  thought  also 
that  there  was  decided  weakness  of  the  right  lower  extremity, 
but  on  careful  examination  we  could  not  prove  weakness  of 
any  particular  muscle.  The  knee-jump  was  good,  perhaps 
exaggerated. 

We  agreed  that  it  was  quite  possible  that  the  deafness  was 
not  connected  with  specific  disease,  and  thought  it  probable 
that  his  reeling  was  wholly  in  association  with  the  ear.  The 
numbness  of  his  lower  extremities  we  were  inclined  to  attribute 
to  spinal  meningitis. 

We  thought  it  not  improbable  that  the  coincidence  of 
phenomena  was  accidental.  Our  patient,  however,  insisted 
that  his  head  symptoms  had  become  worse  at  the  same  time 
that  his  legs  became  numb. 

The  previous  history  of  the  case  was  briefly  this.  Mr.  

was  a gentleman,  aged  forty-eight,  under  the  care  of  Mr.  R , 

by  whom  he  was  first  brought  to  me  on  May  8,  1883. 

He  had  had  specific  disease  complete,  beginning  in  August, 
1882.  He  was  treated  with  mercury  and  iodides,  and  it  was 
whilst  still  under  treatment  that  his  giddiness  began  in 
February.  First,  under  the  impression  that  the  treatment 
disagreed  with  him,  he  was  sent  on  a voyage  to  the  Cape.  He 
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returned  better  in  health,  but  still  giddy.  The  giddiness  had 
come  on  rather  suddenly,  but  not  with  any  great  severity,  and 
about  the  same  time  he  became  deaf  in  the  left  ear.  He 
suffered  at  this  time  from  a distaste  for  food  and  a feeling  of 
sickness,  but  he  had  no  pain  in  his  head.  This  was  all  before 
I saw  him.  When  I saw  him  for  the  first  time  on  May  8,  he 
was  so  thin  and  pale  that  I suggested  that  he  wds  passing 
into  malignant  anaemia.  We  gave  him  mercury,  and  he  im- 
proved both  in  general  health  and  as  regards  local  symptoms. 
In  the  beginning  of  the  next  November,  my  notes  state  that 
he  had  then  left  off  treatment  for  six  weeks,  that  he  was  quite 
deaf  in  the  left  ear,  but  nearly  rid  of  his  giddiness.  He  com- 
plained much  of  his  hand  trembling,  and  said  that  he  had  been 
obliged  to  give  up  writing  his  own  letters.  In  December  he 
relapsed,  and  began,  as  previously  stated,  to  complain  of  the 
numbness  in  his  leg.  We  decided  to  push  mercury  by  in- 
unction. 

Mercury  was  subsequently  freely  used,  and  the  patient 
recovered  perfectly,  with  the  exception  of  slight  persisting 
deafness.  He  lost  his  giddiness,  became  able  again  to  write 
easily,  and  regained  his  colour  and  strength. 

At  the  same  time  that  I was  attending  this  patient,  I had 
also  under  care  a young  medical  man,  who  had  exactly 
the  same  symptoms,  so  far  as  the  lower  extremities  were  con- 
cerned. He  had  numbness  of  both,  but  chiefly,  if  I remember 
rightly,  of  the  left.  He  complained  that  the  limb  felt  numb 
and  heavy,  and  that  he  could  pinch  the  skiu  without  feeling 
any  sensation.  The  interval  was  about  the  same  as  in  the  above 
case,  that  is,  a little  more  than  eighteen  months.  The  numb- 
ness almost  wholly  disappeared  under  specific  treatment,  and 
he  regained  and  retained  good  health. 


CHAPTER  XXYI 


AFFECTIONS  OF  THE  EYE 

I have  already  mentioned  in  different  parts  of  this 
work  the  various  affections  of  the  eye  which  are  met 
with  in  connection  with  syphilis.  It  may,  however, 
be  convenient  to  give  a brief  categorical  statement 
of  them.  I have,  therefore,  arranged  them  in  the 
following  list,  placing  them  under  the  two  headings 
of  acquired  and  inherited  disease. 

A.  Acquired  syphilis. 

1.  Acute  iritis. — Usually  symmetrical;  always  in  the 
secondary  stage ; of  fairly  common  occurrence. 

2.  Inflammation  of  the  vitreous  body. — Often  an 
accompaniment  of  iritis  in  its  severe  forms. 

3.  Diffuse  keratitis. — This  is  very  rare  in  connection 
with  acquired  syphilis.  Only  a few  cases  have  as  yet 
been  observed. 

4.  Neuro-retinitis. — A primary  inflammation  of  the 
ocular  portion  of  the  optic  nerve  and  of  the  retina, 
attended  by  general  haze,  but  without  evidences  of 
choked  disc.  It  is  usually  seen  in  the  secondary  stage. 
It  may  affect  only  one  eye  or  both  eyes.  Not  common. 

5.  Choroiditis  disseminata;  scattered  choroiditis; 
gummata  in  the  choroid.— This  affection  is  rare,  and 
is  seen  chiefly  in  the  late  secondary  stage.  It  may  be 
attended  by  neuro-retinitis,  or  may  occur  alone.  Some- 
times almost  wholly  confined  to  one  eye. 

6.  Optic  neuritis,  with  swollen  or  choked  disc. — 
Usually  seen  in  the  tertiary  stage,  and  in  association 
with  meningeal  gumma.  It  is  rare.  As  a rule  affects 
both  eyes  at  the  same  time. 

7.  Serpiginous  choroiditis. — This  form  (very  rare) 
differs  much  from  the  disseminate  form.  Large  patches 
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of  absorption  are  seen,  which  slowly  spread  at  their 
edges.  It  is  often  confined  to  one  eye.  “ Lupus  of 
the  choroid.” 

8.  Aquo-capsulitis.— A form  of  insidious  and  chronic 
iritis,  of  which  the  most  conspicuous  phenomenon  is 
the  dotted  condition  of  the  posterior  lamina  of  the 
cornea.  It  may  be  doubted  whether  recurring  iritis 
and  recurring  irido-cyclitis  have  much  claim  to  be 
considered  as  the  results  of  syphilis.  They  are  usually 
in  association  with  gout. 

It.  In  connection  with  inherited  syphilis  we 

have — 

1.  Acute  iritis. — This  is  very  rare,  and  usually  occurs 
at  about  the  fourth  month,  as  one  of  the  secondary 
class.  More  common  in  female  infants  than  in  males. 
Very  dangerous  to  sight. 

2.  Interstitial  keratitis. — Tolerably  common  ; usually 
affects  both  eyes;  often  attended  by  slight  iritis,  and 
sometimes  by  choroiditis.  Remarkable  for  its  tendency 
to  complete  recovery  in  most  cases. 

3.  Choroido-retinitis. — Usually  chronic,  and  attended 
by  atrophy;  most  frequent  at  periphery;  may  simulate 
the  results  of  retinitis  pigmentosa,  or,  on  the  other 
hand,  may  approach  choroiditis  disseminata. 

4.  Choroiditis  disseminata. — May  occur  in  early 
childhood  or  at  any  time  during  adolescence.  Not 
known  to  commence  in  adult  life,  but  its  results  are 
permanent. 

5.  Serpiginous  choroiditis. — Exceedingly  rare,  just 
as  the  corresponding  lupoid  affections  of  the  skin,  so 
common  in  acquired  syphilis,  are  almost  unknown  in 
the  inherited  form. 

6.  Optic  neuritis,  followed  by  white  atrophy. — Very 
rare,  and  almost  never  recognised  excepting  in  the 
atrophic  stage. 

7.  It  is  possible  that  a fewT  rare  cases  of  chronic 
iritis,  irido-cyclitis,  etc.,  occurring  in  adolescents  or 
young  adults  may  be  due  to  inherited  taint.  They 
are,  however,  very  exceptional  in  that  association, 
and,  as  a rule,  the  inheritance  of  gout  is  rather  to  be 
suspected,  either  alone  or  as  a complication. 


Plate  19. — Syphilitic  Choroiditis 

Fig.  1. — Choroiditis  disseminata  in  connection  with  acquired 
syphilis.  Both  eyes  were  affected.  A late  stage. 

Fig.  2. — Choroiditis  in  connection  with  acquired  syphilis.  The 
patches  of  very  large  size,  involving  almost  the  whole  of 
the  central  part  of  the  fundus,  with  the  exception  of  the 
yellow  spot  itself.  There  were  many  other  smaller  patches. 
The  disease  was  aggressive.  The  sketch,  which  was  taken 
twenty  years  after  the  attack  of  syphilis,  is  of  the  eye  of  a 
woman,  aged  fifty,  whose  eldest  child  was  at  the  same  time 
under  care  for  syphilitic  keratitis. 

Fig.  3 represents  the  eye  of  a hoy,  aged  eight,  who  was  the 
subject  of  inherited  syphilis.  The  conditions  in  part  simulate 
in  a coarse  way  those  of  retinitis  pigmentosa.  The  patches 
of  pigment  are  arranged  in  a zone  ; some  of  them  are  in 
streaks,  but  many  others  are  round.  The  margins  of  the 
disc  are  partly  concealed,  and  the  disc  itself  is  waxy.  In 
this  case  the  boy  did  not  show  the  usual  indications  of 
inherited  syphilis,  but  his  elder  sister,  who  was  under  care 
at  the  same  time,  exhibited  them  to  perfection.  She  also  had 
choroiditis. 

Fig.  4. — Sketch  showing  recent  syphilitic  choroiditis.  There  are 
numerous  isolated  yellowish  patches  in  the  choroid  (gummata). 
The  attack  occurred  several  years  after  syphilis,  and  the 
patient  had  suffered  from  retinitis  during  the  secondary  stage. 
When  seen  three  years  later,  the  gummata  had  disappeared, 
and  pigment  patches  remained  in  their  place. 
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Case  ol  elioroido-relinitis,  willi  peculiar  symp- 
toms, more  Ilian  a year  sifter  syphilis  ; recovery  ; 
clegenerati ve  changes  eight  years  later. — Mr. 

, aged  thirty-one,  suffered  from  primary  disease  in 

August,  1884.  The  surgeon  under  whose  care  he  was,  a 
gentleman  of  large  special  experience,  insisted  that  the 
sore  was  “ soft  ” and  not  infecting,  until  the  eruption 
appeared.  When  it  did  so,  he  acknowledged  his  mistake 
and  prescribed  mercury.  This  was  given  for  two  or  three 
months,  and  then,  as  all  symptoms  had  passed  away, 
the  treatment  was  laid  aside.  About  eight  months 
later  the  sight  began  to  fail.  The  patient  was  now 
for  several  months  under  the  care  of  an  ophthalmic 
specialist,  who  recognised  the  disease,  but  gave  only 
iodide  of  potassium.  He  came  under  my  care  for  the 
first  time  in  March,  1886,  eighteen  months  after  the 
primary  disease,  and  four  since  he  had  noted  failure 
of  his  sight.  His  case  is  of  interest  because  there 
had  been  no  relapse  of  symptoms,  excepting  in  the 
eyes.  He  had  had  no  headache  or  giddiness,  and  if 
we  except  a slight  dulness  of  hearing  in  both  ears,  1 
was  unable  to  discover  any  other  symptoms  whatever. 
He  thought  that  his  sight  was  somewhat  improving. 
He  could  with  a little  difficulty  see  to  read  No.  5 with 
either  eye,  and  he  was  accustomed  every  day  to  read 
his  newspaper.  He  averred  that  he  could  see  little 
things  well  enough,  but  could  not  see  large  objects, 
and  stated  that  if  he  went  out  in  the  evening  he  was 
continually  running  against  people.  His  occupation 
obliged  him  to  drive  about  a great  deal,  and  he  had 
been  obliged  to  give  this  up,  excepting  by  broad  day- 
light. He  could  see  f-2-  of  the  test  types;  but  his 
sight  varied  much  at  different  times.  There  had  been 
no  pain  in  the  eyes,  and  no  ocular  symptoms  except 
dulness  of  vision.  I was  prepared,  from  his  descrip- 
tion, to  find  changes  commencing  in  the  retina  of  the 
periphery,  but  this  was  not  so.  The  condition  was 
one  of  symmetrical  neuro-retinitis.  The  discs  were 
slightly  swollen,  their  edges  concealed,  and  the  adja- 
cent parts  of  the  retina  hazy.  There  were  no  opacities 
in  the  vitreous  of  either  eye,  and  no  iritic  adhesions. 
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[The  above  narrative  appeared  in  my  first  edition. 
Opportunities  occurred  subsequently  for  tracing  the 
sequel,  and  they  have  rendered  the  case  one  of  the 
utmost  interest.] 

After  the  patient’s  single  visit  to  me  in  March, 
1886,  he  continued  small  doses  of  mercury  for  some 
months,  and  made  great  improvement.  He  married 
two  years  later,  and  his  wife,  in  due  course,  bore  him 
four  healthy  children,  without  any  miscarriages  or  dead 
births.  He  himself  enjoyed  good  health,  and  it  was 
not  till  seven  years  later  that  he  experienced  any 
serious  failure  of  sight.  The  appended  schedule  gives 
an  orderly  statement  of  events  : — 


YEAR 

AGE 

DETAILS 

1884 

29 

Contracted  syphilis.  No  treatment  until  eruption. 

1885 

30 

Under  treatment  irregularly. 

1886 

31 

March,  came  to  me.  Neuro-retinitis. 

1887 

32 

Quite  well.  Sight  regained  under  mercury. 

1888 

33 

Married.  A child  born  (healthy  at  age  of  twelve). 

1889 

34 

Good  health. 

1890 

35 

A second  child,  healthy. 

1891 

36 

Good  health. 

1892 

37 

A third  child,  healthy. 

1893 

38 

A fourth  child,  healthy. 

1891 

39 

1895 

40 

) Good  health,  but  sight  failing. 

189.6 

41 

L 

1897 

42 

j Came  to  me  again,  with  cataracts.  Health  good. 

The  case  affords  an  excellent  example  of  degenera- 
tive changes  occurring  in  organs  which  had  suffered 
from  inflammation  in  the  secondary  stage  of  syphilis. 
Those  changes  were  evidently  the  results  of  what  had 
gone  before,  regarded  as  local  damage,  and  were  not 
in  any  sense  indicative  of  still  persisting  syphilis. 
The  man  had  for  ten  years  or  more  enjoyed  excellent 
health,  and  still  did  so.  He  had  not  lost  any  of  his 
children,  and  his  wife  and  four  children  were  all  in 
good  health.  Excepting  in  his  eyes  he  had  nothing 
whatever  the  matter  with  him  which  could  be  claimed 
as  a tertiary  symptom.  He  had  no  indications  of 
impending  tabes.  Such  a case  may  be  allowed  to  throw 
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light  un  many  others  in  which  the  changes  cannot  be 
brought  under  direct  observation,  such,  for  instance, 
as  tabes  itself,  general  paralysis,  and  some  other  re- 
mote affections  of  the  nervous  system  which  occur  to 
syphilitics.  These  may  possibly  in  like  manner  be  due 
to  consecutive  atrophies,  or  other  changes  incidental 
to  the  structures,  and  not  to  any  recrudescence  of 
syphilis.  They  may  suitably  be  named  “ post- syphilitic 
degenerations 

We  must  note  that  the  neuro-retinitis  first  occurred 
almost  two  years  after  the  chancre,  and  at  a time  when 
all  other  symptoms  had  passed  away  and  treatment 
had  been  for  eight  months  laid  aside.  Dulness  of  sight 
was  his  only  symptom  when,  two  or  three  months  after 
its  commencement,  I was  consulted.  The  amblyopia 
was  peculiar,  and  a prominent  feature  was  nyctalopia. 
He  could  not  see  in  the  dusk,  and  had  much  difficulty 
in  quickly  recognising  large  objects. 

After  this  he  made  no  complaint  of  eye  symptoms, 
and  pursued  his  occupation  as  a farmer.  As  shown 
in  the  schedule,  he  married,  and  four  children  were 
born,  all  of  whom  survived  and  had  good  health.  It  was 
not  until  eight  years  later  that  he  noticed  any  material 
failure  of  sight.  When  he  came  to  me  in  1897  his 
left  eye  had  no  useful  vision,  and  with  the  other  he 
could  not  read  easily.  I found  as  the  chief  condition 
in  the  left  a dense  posterior  polar  cataract.  In  the 
other  eye,  although  cataract  was  beginning,  the  fundus 
could  be  easily  inspected.  Patches  of  absorption  of 
the  pigment  layer  covered  almost  the  whole  fundus. 
Some  were  small,  deep,  and  white,  with  pigmented 
edges,  whilst  others  were  large  but  superficial.  The 
disc  itself  was  rather  pale,  and  its  borders  were 
notched.  The  vitreous  was  clear.  The  yellow  spot 
itself  had  escaped  disturbance,  and  to  this  circum- 
stance was  no  doubt  due  the  fact  that  with  such 
extensive  disorganisation  he  could  still  see  fairly  well. 
Judging  from  what  I have  seen  in  other  cases,  I should 
infer  that  the  absorption  of  the  pigment  layer  had 
been  slowly  in  progress  during  many  years,  and  it  is 
very  interesting  to  note  that  the  changes  observed  in 
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the  first  instance  were  those  only  of  general  haze 
of  retina.  Posterior  polar  cataract  is,  of  course,  a 
not  infrequent  consequent  on  extensive  disseminate 
choroiditis.  It  must  be  stated  that  I had  opportunity 
for  only  a single  ophthalmoscopic  examination. 

Dillcmit  forms  of  choroiditis.- — It  is  certain 
that  we  encounter  choroiditis  in  connection  with 
syphilis  in  different  forms  and  at  different  stages 
of  the  malady.  In  the  secondary  stage  there  is  a 
choroido-retinitis,  beginning  at  the  disc,  and  not  usually 
spreading  far  from  it.  In  this  affection  the  choroid 
is  but  little  involved,  but  in  some  instances  ill-defined 
gummata  at  a distance  from  the  disc  arc  present  at 
the  same  time.  These  conditions  usually  disappear  very 
completely  under  treatment,  and  without  much  damage 
to  the  eye.  At  a later  stage — say,  from  two  to  four 
years  after  the  primary  disease,  and  possibly  much 
later — we  sometimes  encounter  scattered  gummata  of 
small  size,  without  any  indication  of  disease  of  the 
retina  or  the  disc.  These  are  sometimes  absorbed 
very  quickly  under  treatment,  but  they  usually  leave 
atrophic  patches,  or  scars. 

Another  form  of  choroiditis,  which  occurs  at  a much 
later  stage — say,  eight,  ten,  or  twenty  years  after  the 
disease — is  characterised  by  very  large  patches  of 
atrophy,  which  spread  peripherally ; that  is,  are 
serpiginous.  The  affection  in  these  cases  appears  to  re- 
semble a lupus-process  in  the  skin,  and  unless  specific 
treatment  be  vigorously  carried  out  the  eye  may  be 
almost  lost.  It  is  remarkable  that  the  yellow  spot  itself 
is  sometimes  spared  when  all  around  it  is  disorganised. 
I have  seen  this  in  two  or  three  cases.  In  inherited 
syphilis  we  have  yet  another  form  of  choroiditis,  in 
which  the  disease  begins  peripherally,  and  the  patches 
are  arranged  in  the  form  of  a zone.  In  this  the  pig- 
mentation is  permanent,  and  the  conditions  much 
resemble  those  of  retinitis  pigmentosa.  The  disease 
begins  about  the  same  time  as  the  interstitial  keratitis. 
It  may  end  in  very  serious  damage  to  sight. 

Scattered  gummata  in  the  choroid  of  one  eye  only,  nearly 
two  years  after  syphilis ; retina  not  implicated. — I saw  Mr. 
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, aged  twenty-one,  with  Mr.  George  Mackenzie,  on 

November  23,  1884.  His  right  eye  had  failed  him  suddenly 
in  the  preceding  August,  the  failure  having  been  discovered 
when  out  grouse-shooting.  It  soon  became  so  bad  that 
he  could  scarcely  see  at  all  with  it,  but  the  other  eye 
remained  perfect.  He  consulted  a good  specialist,  who  at 
once  gave  him  mercury.  He  improved  somewhat  under  treat- 
ment, but  not  regaining  his  sight  he  was,  as  stated,  after 
three  months’  treatment  brought  to  me.  I found  that  he 
could  not  see  fflv,  and  could  only  just  puzzle  out  Jaeger  18 
at  8".  Ophthalmoscopic  examination  demonstrated  the  con- 
ditions of  choroiditis  disseminata  in  a comparatively  recent 
stage.  Scattered  over  the  fundus  were  an  immense  number  of 
gummata  of  various  sizes,  from  mere  points  to  areas  of  con- 
siderable extent.  They  were  of  a yellowish- white  colour,  and 
some  of  them  distinctly,  though  but  slightly,  raised.  In  all, 
the  margins  shaded  off  gradually.  The  smaller  ones  were 
round,  but  the  larger  were  of  irregular  forms.  None  were  seen 
near  the  periphery,  and  one  of  the  largest  involved  the  yellow 
spot.  It  appeared  that  the  choroid  alone  was  involved.  The 
disc  and  the  retina,  with  their  vessels,  were  quite  clear. 
Where  vessels  crossed  the  patches  they  were  not  in  the  least 
concealed.  In  further  proof  of  the  escape  of  the  retina  there 
was  not,  with  one  single  exception,  the  slightest  disturbance 
of  pigment.  At  the  margin  of  one  of  the  largest  patches  there 
was  at  one  part  a narrow  border  of  black  pigment,  but  all  the 
others  were  absolutely  free  from  it.  Our  patient,  it  should  be 
stated,  had  light-brown  hair  and  grey  irides.  Although  three 
months  had  elapsed  since  the  beginning  of  the  attack,  and  he 
had  been  having  mercury,  yet,  as  he  had  never  been  salivated, 
and  as  there  was  still  proof  of  some  deposit,  I had  no  hesitation 
in  advising  further  and  more  vigorous  treatment.  The  history 
of  the  syphilis  was  definite  but  peculiar.  Mr.  George  Mac- 
kenzie, who  came  with  him,  had  himself  treated  the  case  from 
the  beginning.  It  was  exactly  two  years  ago.  There  were 
three  chancres,  and  one  of  them  was  so  decidedly  hard  that 
Mr.  Mackenzie  at  once  ordered  mercury,  withoiit  waiting  for 
secondary  symptoms.  The  result  was  that  no  rash  ever  ap- 
peared, and  only  a slight  and  doubtful  sore  throat.  As  a 
bubo  suppurated,  it  was  even  hoped  that  the  diagnosis  had 
been  mistaken.  Mercurial  treatment  was  not  continued  long, 
but  he  got  quite  well,  and  remained  without  other  symptoms 
until  his  eye  inflamed.  That  the  choroiditis  was  syphilitic  po 
one  could  doubt,  for  its  features  were  pathognomonic. 

As  Mr.  — - — had  appeared  to  be  not  easily  susceptible  of  the 
influence  of  mercury  given  by  the  mouth,  I advised  that  he 
should  be  made  to  keep  his  bed  and  undergo  a vigorous 
inunction  treatment.  This  was  done,  and  three  months  later 
I saw  him  again.  I was  told  that  it  had  been  found  impossible 
to  salivate  or  to  produce  any  obvious  effect.  He  had  rather 
gained  in  health  than  otherwise,  although  large  quantities  of 
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the  ointment  had  been  used.  The  eye  had  improved  so  far 
that  all  the  gummata  were  now  represented  by  white  patches. 
There  was  still  the  same  absence  of  pigment  at  their  edges. 
The  sight  had  improved  a little,  but  not  much.  He  had  no 
other  symptoms  of  constitutional  syphilis,  was  in  excellent 
health,  and  eager  to  join  his  regiment  in  Egypt,  assuring  us 
that  he  would  take  care  that  no  one  should  know  that  he  had 
a blind  eye. 

The  case  seems  of  interest  to  the  student  of  syphilis 
as  a proof  that  a single  organ  in  the  body,  and  a 
single  tissue  in  that  organ,  may  alone  suffer  from  the 
constitutional  taint.  There  was  not,  throughout,  the 
slightest  trace  of  disease  in  the  other  eye.  It  also 
supplies  us  with  a fact  as  to  the  stage  of  the  disease 
at  which  choroiditis  may  occur.  It  began  probably 
in  about  the  twenty-first  month  from  the  date  of  con- 
tagion. It  will  be  noted  that  it  ranged  itself  thus 
with  the  late  secondary,  or  early  tertiary,  symptoms. 
Gummata  in  the  testis  and  arterial  diseases  are,  I 
believe,  prone  to  occur  about  the  same  period,  and 
these,  too,  are  often  only  one-sided. 

I well  remember  another  case  in  which  I myself 
treated  the  patient  for  his  primary  disease,  and  in 
which,  as  in  Mr.  Mackenzie’s  patient,  no  obvious 
secondary  symptoms  ever  manifested  themselves,  and 
yet  a severe  choroiditis  almost  destroyed  the  sight  of 
one  eye.  The  patient  had  literally  no  other  symptoms, 
and  twenty  years  later  he  remained  well. 

Keratitis  in  connection  with  acquired  syphilis. 
—The  occurrence  of  syphilitic  keratitis  in  connection 
with  acquired  syphilis  is  exceedingly  rare.  I have 
not  myself  seen  more  than  three  or  four  cases  in  which 
there  was  any  reason  for  diagnosing  such  a condition, 
and  in  most  of  these  the  affection  was  but  slightly 
marked  and  transitory.  With  the  exception  of  the 
single  case  which  I am  about  to  describe,  I have 
not  seen  any  in  which  the  keratitis  was  severe  and 
symmetrical.  It  is  a very  interesting  fact,  and  one 
of  which  as  yet  I know  of  no  explanation,  that 
symmetrical  keratitis  of  a severe  form  should  be  so 
common  in  inherited  syphilis  and  so  rare  in  the 
acquired  disease. 
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Example  of  most  severe  keratitis  in  associa- 
tion with  Ihe  secondary  sta^e  of  acquired 
syphilis;  resistance  to  treatment  for  a long 
period,  but.  final  recovery. — The  important  excep- 
tion to  which  I have  above  referred  occurred  in  the 
person  of  a young  married  woman,  whom  I saw  in 
Moorfields  Hospital,  when  she  was  under  the  care  of 
my  late  colleague,  Mr.  Wordsworth.  The  keratitis 
occurred  simultaneously  with  the  secondary  syphilitic 
eruption  and  sore  throat.  She  suffered  also  severely 
from  rheumatic  pains.  The  form  of  keratitis  was  most 
peculiar.  I will  describe  it  in  the  words  of  Mr.  Stan- 
ford Morton,  by  whom  the  case  was  published,  with  illus- 
trations, in  the  Moorfields  Reports  (vol.  ix.,  p.  51)  : 

“She  had  intense  photophobia,  great  ciliary  congestion  and 
tenderness,  with  haze  in  the  centre  of  each  cornea,  and  greyish- 
yellow  deposits  of  lymph  at  the  periphery,  triangular  in  shape, 
with  the  apices  converging  towards  the  centre.”  This  was 
on  November  10th.  On  December  1st  “ the  opacities  at  the 
periphery  of  the  cornea  had  assumed  the  form  of  striae,  reach- 
ing to  the  centre  of  cornea,  and  a minute  blood-vessel  could  be 
seen,  by  means  of  a lens,  to  be  sent  into  each  stria ; in  some 
instances  running  straight  towards  the  centre,  in  others 
branching  and  anastomosing  with  the  neighbouring  branches.” 
By  December  5th  the  whole  cornea  was  more  or  less  opaque; 
the  central  opacity  and  the  striae,  however,  remaining  well 
marked,  and  being  distinctly  in  the  layers  of  the  cornea,  as 
was  the  vessel  in  the  centre  of  each  opaque  stria.  In  this  case 
treatment  proved  very  disappointing.  Mercury  was  used  more 
or  less  from  November  until  September  of  the  following  year.. 
During  this  long  period  the  eyes  had  remained  in  much  the 
same  condition,  but  there  had  been  repeated  relapses,  attended 
by  acute  pain,  oedema  of  the  lids,  and  cliemosis  of  the  con- 
junctiva. In  September,  her  corneas  remained  in  the  same 
condition ; the  opacities  were  no  less  dense,  and  the  striae,  with 
their  vessels,  were  as  well  marked  as  ever.  The  recurring  at- 
tacks of  inflammation  had  been  so  severe,  and  her  loss  of  sight 
was  so  nearly  complete,  that  it  had  even  been  suggested  that 
it  would  be  better  to  have  the  eyes  excised.  Other  symptoms 
of  syphilis  also  long  persisted ; she  had  ulceration  of  the  alae 
of  the  nose  and  vomer,  and  psoriasis  of  the  palms  and  soles. 
Long  after  all  other  symptoms  had  disappeared  the  cornese 
remained  hazy.  Finally,  however,  they  cleared,  and  I believe 
that  she  can  now  see  almost  perfectly.  Lapse  of  time  seemed 
to  have  been  the  chief  agent  in  the  case. 

A recent  series  of  cases  in  which  inflammation  of 
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the  cornea  occurred  in  adults  who  had  suffered  from 
acquired  syphilis  has  been  placed  on  record,  chiefly 
from  the  practice  of  the  Moorfields  Hospital.  Messrs. 
Lang,  Lawford,  and  Collins  have  been  the  chief  con- 
tributors. Most  of  the  cases  appear  to  have  been  of 
comparatively  short  duration,  and  in  no  single  in- 
stance were  both  eyes  affected.  In  several  the  primary 
sore  had  been  on  the  conjunctiva  of  the  lids;  but  in 
all  these  a considerable  interval  between  the  chancre 
and  the  keratitis  had  occurred.  They  were  all,  how- 
ever, rather  associated  with  the  secondary  than  the 
tertiary  stage.  As  compared  with  what  is  so  well 
known  in  the  inherited  form,  and  with  Mr.  Morton’s 
case  just  quoted,  none  of  the  cases  were  severe,  and  in 
nope  perhaps  was  the  whole  cornea  involved. 

The  case  which  most  nearly  approached  the  hereditary 
type  vras  one  given  by  Mr.  LavTord,  in  w'hich  the 
keratitis  occurred  thirteen  years  after  the  primary 
symptoms,  and  in  close  connection  with  others  of  the 
tertiary  group.  This  woman  brought  with  her  her 
daughter,  aged  eight,  who  was  the  subject  of  a sym- 
metrical attack  from  inherited  taint. 

Most  of  these  cases  proved  amenable  to  anti- 
syphilitic treatment,  but  in  one  it  is  mentioned  that 
the  attack  lasted  for  a year.  Mr.  Morton’s  case,  given 
above,  remains,  so  far  as  I knowq  the  only  recorded 
example  of  a symmetrical  attack  of  severe  and  gener- 
alised keratitis  in  connection  with  acquired  syphilis. 
The  apparent  association  of  chancre  of  the  conjunc- 
tiva  with  subsequent  keratitis  is  of  interest,  as  is  the 
observation  that  in  several  cases  of  the  latter  the 
patients’  nails  were  also  affected. 

Treatment. — It  is  impossible  to  insist  too  strongly 
on  the  importance  of  prompt  and  efficient  mercurial 
treatment  in  all  forms  of  inflammation  of  the  eyeball. 

In  the  present  chapter  I have  dealt  with  syphilitic 
inflammations  of  the  eye  in  general.  The  reader  will 
find  a subsequent  chapter  devoted  specially  to  the  eye 
in  inherited  syphilis.  Recent  experiments  on  animals 
have  shown  that  the  cornea  appears  to  be  attacked  with 
especial  ease  by  the  spirillum  of  syphilis. 
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SOME  GENERAL  STATEMENTS  RESPECTING  SYPHILIS 
AS  AFFECTING  THE  NERVOUS  SYSTEM 

It  is  perhaps  not  too  much  to  assert  that  there  is 
scarcely  a single  type-form  of  disease  of  the  nervous 
system  which  has  not  its  representative  in  the  chronicles 
of  syphilis.  The  influence  of  the  specific  poison  may 
be  exerted  either  directly  on  the  nervous  elements,  or 
indirectly  on  the  blood-vessels  which  supply  or  the 
fibrous  structures  which  protect  them.  Changes  attri- 
butable to  inflammations  may  occur  in  the  earliest 
stages,  whilst  those  of  a degenerative  character  may 
become  conspicuous  only  after  very  long  intervals.  Im- 
portant and  very  various  complications  may  result  from 
the  inherited  proclivities  of  the  subject  of  the  case,  or 
from  the  influence  of  other  maladies,  or  from  habits 
and  mode  of  life.  From  these  considerations  it  will 
be  seen  that  it  is  impossible  to  write  with  any  approach 
to  completeness  on  this  part  of  my  subject,  and  most 
emphatically  to  do  so  within  the  compass  of  the  present 
work.  I can  only  attempt  to  deal  with  a few  of  the 
more  important  topics. 

As  a preliminary  it  may  be  laid  down  as  a 
safe  rule  that  in  all  cases  of  chronic  disease  of  the 
nervous  system  occurring  in  those  who  have  ever  had 
syphilis,  it  is  well  to  try  the  effect  of  a long  course 
of  mercury  in  small  doses.  Such  courses,  judiciously 
managed,  very  rarely  interfere  with  the  general  health 
and  often  much  assist  it,  whilst  their  effect  is  usually 
very  beneficial  if  there  be  any  taint  remaining.  A 
much  more  restricted  recommendation  must  be  given 
to  the  iodide  of  potassium,  which  often  seriously 
depresses  the  nerve  tone  and  should  never  be  used 
unless  really  needed, 
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Other  chapters  in  this  work  are  devoted  to  special 
branches  of  this  subject.  In  the  present  one  we  are 
concerned  chiefly  with  such  topics  as  are  not  specially 
dealt  with  in  them. 

Headaches  occurring  to  those  who  have  suffered 
from  syphilis  are  a symptom  which  should  never  be 
neglected.  They  are  very  often  the  danger-signal  of 
impending  disaster,  and  if  accepted  as  such  may 
prove  invaluable.  We  must,  however,  be  on  our  guard 
against  undue  suspicion,  and  investigate  each  case  on 
its  merits.  When  the  diagnosis  remains  uncertain, 
the  golden  rule— when  in  doubt  give  mercury — should 
be  observed,  for  many  a case  of  liability  to  bilious 
headaches  will  be  cured  by  a mercurial  course.  The 
following  narrative  has  perhaps  some  useful  lessons  in 
this  direction. 

Case  illustrating'  the  differential  diagnosis 
of  syphilitic  headaches. — A young  gentleman,  aged 
twenty-five,  was  sent  to  me  in  the  belief  that  he  was 
suffering  from  “syphilitic  headaches.”  He  was  thought 
to  have  had  syphilis  three  years  ago,  and  had  been 
under  treatment  for  it  nine  or  ten  months;  he 
remembered  a sore  throat,  but  it  was  believed  that 
no  rash  had  ever  occurred.  He  described  his  head- 
aches as  being  such  as  entirely  disabled  him  from 
his  occupation,  and  said  that  he  often  did  no  more 
than  two  days’  work  in  the  week.  The  pain  was 
usually  in  the  eyebrows,  or  forehead,  or  side  of  head ; 
it  never  prevented  his  going  to  sleep,  and  would 
usually  disappear  as  the  day  wore  on,  being  almost 
always  at  its  worst  in  the  morning.  He  said  that 
he  scarcely  ever  woke  without  headache,  unless  he 
chanced  to  wake  unusually  early.  Sometimes,  waking 
early,  he  would  find  himself  perfectly  free  from  pain, 
feeling  lightsome  and  remarkably  well.  This  temporary 
immunity,  however,  was  almost  always  the  precursor 
of  a very  severe  headache,  which  was  especially  liable 
to  come  on  if  he  allowed  himself  to  fall  asleep  again. 
A second  sleep  in  the  morning  invariably  produced 
headache,  and  if  ho  chanced  to  sleep  in  the  daytime 
for  a few  minutes  it  generally  had  the  same  result. 
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Nocturnal  emissions  and  sexual  intercourse  generally 
left  him  with  a bad  headache. 

These  facts  fitted  far  better  with  the  supposition 
that  his  headaches  were  of  neuro-vascular  origin  than 
that  they  had  anything  to  do  with  syphilis,  and  on 
inquiry  as  to  his  family  history  he  told  me  that  his 
father  had  suffered  terribly  from  headaches  just  like 
his  own,  and  further,  that  one  of  his  sisters  was 
frequently  laid  up  with  headache  on  the  same  days 
as  himself. 

He  had  also  been  liable  to  headaches  of  a some- 
what similar  character,  though  not  so  severe,  before 
he  had  syphilis.  On  inquiry  as  to  other  accompany- 
ing conditions,  I found  that  he  was  not  liable  to 
constipation,  nor  were  his  hands  and  feet  usually  cold 
when  his  head  ached.  On  the  contrary,  his  hands 
and  feet  were  warm  and  moist.  He  had  observed 
that  the  slightest  amount  of  draught  in  the  room 
would  make  the  left  side  of  his  body  feel  chilly. 
Both  tea  and  coffee  disagreed  with  him,  and  the  latter 
always  kept  him  awake. 

Although  it  was  impossible  wholly  to  put  aside 
the  suggestion  of  syphilis,  yet  I could  find  nothing 
in  the  case  which  pointed  definitely  in  that  direction. 
Even  the  history  of  his  syphilis  was  somewhat  doubt- 
ful, and  he  had  during  the  last  two  years  had  no 
reminders— nothing,  indeed,  that  was  in  the  slightest 
degree  suspicious,  except  his  headaches.  The  symptom 
which  he  mentioned  as  regards  a second  sleep  in  the 
morning  is  exactly  one  that  is  very  common  in  the 
headaches  which  we  may  suppose  are  due  to  venous 
congestion.  The  syphilitic  headache  is  usually  a noc- 
turnal one,  whilst  this  was  always  worse  in  the  early 
part  of  the  day,  and  ended  as  night  came  on.  These 
facts,  taken  together  with  the  family  history,  seemed 
to  justify  a sceptical  diagnosis  as  to  syphilis.  Under 
a mixed  treatment  with  tonics  and  minute  doses  of 
mercury  he  made  good  progress.  Nothing  occurred 
subsequently  to  confirm  the  suspicion  of  syphilis. 

Acute  :iimI  generalised  paralysis  resembling 
Landry's  mnlnriy. — There  are  some  cases  of  rapidly 
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increasing  spinal  paralysis  which  have  been  regarded 
as  of  syphilitic  causation,  concerning  which  it  is 
difficult  to  make  a diagnosis  from  “ Landry’s  para- 
lysis.” A case  in  the  Clinical  Society’s  Transactions 
(vol.  xxxviii.,  p.  194)  is  one  of  these.  The  paralysis 
had  developed  rapidly,  and  involved  the  upper  as 
well  as  the  lower  extremities.  There  was  difficulty 
in  swallowing  and  double  vision.  The  pupils  were 
almost  motionless.  Within  five  days  there  was  great 
improvement.  Two  months  later  the  patient  could  use 
his  legs  freely,  the  pupils  reacted  well  to  light,  and 
the  knee-jerks  were  returning.  In  this  instance  there 
were  no  sensory  symptoms.  Many  similar  cases  might 
be  quoted  from  recent  medical  literature.  If  the 
symptoms  have  developed  very  rapidly,  and  if  both 
upper  and  lower  extremities  are  involved,  the  diagnosis 
of  syphilis  must  not  be  made  too  confidently,  but  it 
will  always  be  wise  to  push  specific  treatment.  A 
very  rapid  and  complete  recovery  does  not,  however, 
confirm  the  suspicion,  but  rather  the  reverse.  More 
wTill  be  said  on  the  topic  further  on. 

Paralysis  o t the  tilth  nerve. — Cases  of  paralysis 
of  the  fifth  nerve  occur  every  now  and  then  in  con- 
nection with  syphilis,  and  constitute  a group  of  great 
clinical  interest.  If  I were  to  speak  from  my  own 
experience,  I scarcely  know  of  paralysis  of  the  fifth 
nerve,  except  as  a consequence  of  syphilis,  while  I 
have  repeatedly  seen  it  in  that  connection.  Sometimes 
it  is  complete,  and  sometimes  only  one  part  of  the 
nerve  is  involved.  I have  more  than  once  removed 
the  eyeball,  in  consequence  of  loss  of  the  cornea,  in 
cases  in  which  the  anaesthesia  was  so  complete  that 
the  patient  needed  no  anse'sthetic  and  did  not  feel 
the  incisions  at  all.  Yet  even  in  these  cases  the  cure, 
under  the  use  of  iodide  of  potassium,  was  in  the  end 
almost  complete.  I do  not  recollect  a single  case 
which  remained  under  my  care,  in  which  paralysis 
of  the  fifth  nerve  was  permanent,  when  it  depended 
on  syphilis.  In  several,  however,  I have  lost  sight  of 
the  patient  before  the  cure  was  complete.  The  manner 
in  which  the  temporal  and  masseter  muscles  may  again 
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plump-out,  after  having  been  completely  paralysed  and 
atrophied  for  months,  is  very  striking.  It  is  to  be 
admitted,  however,  that,  although  they  almost  invari- 
ably recover  to  a considerable  extent,  yet  they  almost 
always  remain  weakened.  I may  quote  one  remarkable 
case  in  which,  about  twenty-five  years  ago,  I treated  a 
gentleman,  first  for  paralysis  of  one  fifth  nerve,  and 
then  for  that  of  the  other.  Owing  to  ulceration  of 
the  cornea,  excision  of  one  eye  became  necessary,  but 
under  treatment  he  regained  both  sensation  and  motion 
in  the  nerve  territory.  The  recovery  was  permanent. 

As  a rule,  paralysis  of  the  fifth  nerve  from  syphilis 
affects  only  one  nerve,  and  shows  little  or  no  tendency 
to  become  complicated  by  affections  of  the  other  cranial 
nerves.  There  are,  however,  exceptions.  I have  seen 
two  cases  in  which  both  fifth  nerves  were  involved  (not 
simultaneously),  and  several  in  which  other  nerves 
suffered  also.  This  want  of  symmetry  and  want  of 
aggressive  tendency  would  suggest  that  paralysis  of 
the  fifth  nerve  is  usually  due  to  disease  of  its  trunk 
or  ganglion  rather  than  at  its  place  of  origin.  Some 
instructive  cases  of  paralysis  of  the  fifth  nerve  will 
be  found  recorded  by  Mr.  Dixon  in  the  Medico- 
Cliirurtjical  Transactions , and  I have  myself  reported 
several  in  the  Ophthalmic  Hospital  Reports. 

Immunity  ol  tin*  seventh  nerve  in  syphilis.— 
A remarkable  point  in  reference  to  the  influence  of 
syphilis  on  the  cranial  nerves  is  the  almost  constant 
exemption  of  the  facial  nerve.  Facial  paralysis  from 
rheumatism  (Bell’s  paralysis)  is  tolerably  common,  but 
Bell’s  paralysis  from  syphilis  is  infinitely  rare.  I do 
not  think  I have  seen  more  than  half  a dozen  examples 
of  it,  and  they  were  always  associated  with  affections 
of  other  nerves.  Dr.  Buzzard  and  Dr.  Hughlings  Jack- 
son  have  both,  I believe,  recorded  examples  of  it.  Its 
occasional  association  with  internal  otitis  and  deafness 
has  already  been  referred  to. 

Paralysis  of  the  glosso-pliaryngcal  and  pneii- 
mo^astric  nerves.— I have  seen  two  or  three  cases 
in  which  the  inability  to  swallow,  with  other  symptoms 
of  syphilis  affecting  the  nervous  system,  suggested 
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paralysis  of  the  glosso-pharyngcal.  In  two  cases  the 
patient  had  to  be  fed  with  a tube  for  a considerable 
time  while  under  treatment,  but  in  both  recovery 
resulted.  Defects  in  the  innervation  of  the  muscles  of 
the  larynx  occur  every  now  and  then  in  connection 
with  syphilis,  and  make  it  probable  that  branches  of 
the  pneumogastric  are  involved.  They  are,  I think, 
usually  recovered  from  under  treatment.  I do  not 
know  that  the  diagnosis  of  a gumma  disorganising 
the  trunk  of  the  pneumogastric  nerve  has  ever  been 
made,  but  it  is  a possibility  which  is  worth  keeping 
in  mind.  I have  already  remarked  on  the  curious 
fact  that  while  ophthalmoplegia  externa  appears  to 
be,  in  nine  cases  out  of  ten,  a consequence  of  syphilis, 
we  scarcely  ever  in  any  case  trace  bulbar  paralysis 
(or  glosso-labio-pharyngeal)  to  that  cause. 
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SPINAL  PARALYSIS  IN  SYPHILIS 

Amongst  a considerable  variety  of  forms  of  spinal 
paralysis  which  may  occur  in  connection  with  syphilis, 
one  takes  the  lead  both  in  its  frequency  and  import- 
ance. I allude  to  what  is  known  as  syphilitic  para- 
plegia. It  is  a well-defined  malady,  many  of  its 
examples  exhibiting  very  close  similarity  to  each  other 
in  their  course  and  results.  LLiless  promptly  and 
efficiently  treated  it  is  a very  dangerous  affection.  It 
may  be  convenient  in  the  present  chapter  to  give  chief 
prominence  to  this  affection,  and  to  allow  other  and 
less  frequent  forms  to  range  around  it  in  similarity 
and  contrast.  Next  in  importance  to  it  we  have  cases 
which  are  more  than  paraplegia,  since  the  upper  ex- 
tremities are  also  involved;  and  next  to  these,  certain 
cases  of  acute  affection  in  which  cranial  nerves,  or 
even  the  cerebrum  itself,  are  involved.  These  last,  as 
already  observed,  present  us  during  their  early  stages 
with  very  puzzling  simulations  of  the  paralysis  which 
is  known  as  Landry’s. 

Paraplegia  in  syphilis.— Although  I have  seen  a 
great  many  cases  of  syphilitic  paraplegia,  I have  never 
in  a single  one  had  an  opportunity  for  a post-mortem. 
This  fact  says  much  for  the  efficiency  of  treatment, 
but  leaves  me  obliged  to  be  indebted  to  the  obser- 
vations of  others  for  all  that  I can  say  as  to  its 
pathology. 

In  some  cases  the  motor  function  suffers  chiefly, 
and  in  others  the  sensory ; but  in  many  both  are 
involved,  though  not  equally.  It  is  seldom  that  one 
limb  alone  is  implicated,  but  very  common  for  one 
to  take  precedence,  and  be  throughout  more  severely 
affected  than  the  other. 
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Pain  in  the  back,  across  the  lumbar  region,  is  an 
almost  constant  symptom  in  the  early  stage,  and  has 
been  supposed  by  some  to  imply  meningeal  mischief. 
Its  value  in  this  direction  has  probably  been  over- 
rated, for  we  know  that  in  other  affections  severe 
pain  in  the  back  on  motion  may  be  present,  whilst 
there  certainly  is  no  meningitis. 

When  either  sensation  or  motion  fails  alone,  and 
over  a large  area,  and  especially  if  both  limbs  are 
affected,  it  is  more  probable  that  the  condition  is 
central  than  that  it  results  from  pressure  on  the  cord 
or  nerve-roots. 

W7hen  both  sensation  and  motion  fail  together,  and 
in  a limited  and  definite  area,  the  inference  is,  of 
course,  easy  that  there  is  damage  to  a nerve-trunk 
after  the  roots  have  joined,  or  to  both  roots.  This 
condition  is,  however,  rare.  It  may  imply  simply  a 
local  neuritis. 

In  severe  cases  the  sphincters  almost  always  suffer. 

In  my  experience  cases  of  syphilitic  paraplegia 
almost  always  recover,  but  much  weakness  of  the 
back  and  limbs  remains.  The  recovery  is  usually 
permanent. 

I may  say  that  in  1887  I found  recorded  in  my 
note-books  examples  of  this  affection  to  the  number 
of  more  than  forty.  If  it  be  asked  how  it  is  that  so 
large  a number  have  fallen  to  the  lot  of  one  observer, 
whilst  only  a few  single  examples  have  been  recorded 
by  others,  I must  explain  that  I have  been  interested 
in  the  subject  for  many  years,  and  have  carefully 
collected  all  the  evidence  that  I could  get.  Many  of 
my  patients  came  under  care  long  after  the  attack 
of  paraplegia,  and  on  account  of  other  symptoms  of 
tertiary  syphilis,  or  possibly  for  some  wholly  inde- 
pendent ailment.  In  these  the  previous  occurrence  of 
the  paraplegia  was  recognised  by  the  patient’s  gait, 
and  the  history  of  the  long-past  illness  was  obtained 
either  from  the  patient  himself  or  from  his  surgeon. 
These  cases,  although  less  trustworthy,  as  regards  the 
early  symptoms,  than  those  under  personal  observation, 
are  of  especial  value  in  reference  to  prognosis,  and  as 
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illustrating  the  kind  and  degree  of  recovery  which 
ensues. 

Briefly  to  describe  this  form  of  paraplegia,  it  may 
be  said,  that  its  first  symptom  is  usually  pain  in  the 
lumbar  region  of  the  spine.  Very  quickly  numbness 
of  the  feet  follows,  and,  with  but  little  delay,  paralysis 
of  the  bladder  and  rectum.  The  paraplegia  may  be 
complete,  or  almost  so,  as  regards  both  sensation  and 
motion,  in  the  course  of  a week  or  ten  days.  At  this 
stage  the  patellar  reflex  may  be  lost.  If  specifics 
are  very  promptly  and  efficiently  used,  indications  of 
tendency  to  recovery  are  soon  observed,  and  after  an 
illness  of  two  or  three  months  the  patient  is  again 
able  to  walk,  and  enjoys  fair  control  over  the  bladder 
and  rectum.  The  recovery,  however,  in  severe  cases  is 
never  complete,  and,  although  improvement  may  con- 
tinue during  years,  the  patient  is  often  to  some  extent 
permanently  dependent  upon  the  help  of  sticks,  and 
almost  always  the  peculiar  manner  in  which  he  throws 
his  legs  about  in  walking  betrays  the  malady  from 
which  he  has  suffered.  During  all  the  later  stages  of  the 
affection  the  patellar  reflexes  are  greatly  exaggerated, 
and  there  is  seldom  perfect  control  over  the  sphincters. 
A very  remarkable  feature  of  the  disease  is  that,  when 
once  recovery  has  taken  place,  there  is  no  tendency  to 
relapse. 

The  invariable  implication  of  the  sphincters,  the 
usual  limitation  of  the  paralysis  to  the  lower  half  of 
the  body,  and  the  rapid  development  of  increased 
patellar  reflex,  distinguish  these  cases  from  those  of 
symmetrical  and  multiple  neuritis  observed  in  con- 
nection with  the  abuse  of  alcohol. 

Although  in  the  above  sentences  I have  endeavoured 
to  sketch  the  more  typical  form  of  this  paraplegia,  it 
must  be  admitted  that  it  is  liable  to  great  variations 
in  degree  of  severity.  The  group  of  symptoms  is, 
however,  I think,  tolerably  constant.  In  some  cases 
the  attack  may  be  only  threatened,  and  never  ap- 
proach completeness ; whilst  in  others  the  paralysis 
may  be  so  absolute  that  it  may  be  followed  by 
bedsores  or  other  complications,  and  end  in  death. 
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A few  cases,  although  not  ending  quickly  in  death, 
may  show  no  tendency  to  recover.  As  might  be 
expected,  the  more  severe  the  symptoms,  and  the 
more  absolute  the  paralysis,  the  less  is  the  hopeful- 
ness. The  degree  of  recovery,  however,  is  usually, 
considering  the  severity  of  the  symptoms,  very  sur- 
prising. As  regards  me  stage  of  syphilis  in  which 
these  attacks  occur,  it  may  be  said  to  vary  from  the 
fifth  month  to  the  end  of  the  second  year,  and  a few 
cases  will  be  observed  even  later.  The  most  severe 
cases,  however,  are  usually  witnessed  within  the  first 
year.  The  later  in  the  course  of  syphilis  it  is  that 
the  spinal  symptoms  are  developed  the  more  likely  is 
the  paraplegia  to  be  slow  in  progress  and  to  evince 
aggressive  tendencies.  In  a few  of  the  cases  described 
the  upper  extremities  have  been  to  some  extent  in- 
volved, but,  as  a rule,  it  will  appear  that  the  morbid 
changes  are  strictly  limited  to  a definite  part  in  the 
dorsal  region  of  the  cord,  and  show  no  tendency  to 
extension.  In  very  few  indeed  of  my  cases  was  there 
any  complication  with  head  symptoms. 

A series  of  cases  upon  which  chiefly  my  statements 
here  made  are  based  will  be  found  recorded  in  the 
Proceedings  of  the  Royal  Medical  and  Chirurgical 
Society. 

One  of  the  circumstances  which  may  give  us  most 
confidence  in  the  belief  that  this  form  of  acute  para- 
plegia is  a definite  clinical  malady,  is  the  remark- 
able similarity  of  the  isolated  cases  which  have  been 
recorded  by  various  authors.  They  are  all  almost 
exactly  alike,  and  fit  very  closely  with  the  description 
given  above.  This  remark  applies  to  the  detailed 
records  of  cases,  and  not  to  the  general  statements  of 
authors  unaccompanied  by  facts.  Whilst  the  general 
evidence  of  symptoms — the  sudden  acute  onset,  the 
definite  local  limitation,  and  the  severity  of  the 
paralysis — all  seem  to  give  support  to  the  belief  that 
the  process  is  a myelitis  and  not  merely  a change 
secondary  to  disease  of  the  blood-vessels,  it  is  yet  to 
be  admitted  that  in  most  of  the  carefully  performed 
autopsies  the  latter  condition  has  been  found.  More 
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facts  arc  needed  before  we  can  feel  sure  of  our  ground 
in  this  matter.  In  the  meantime  I think  we  may 
provisionally  adopt  the  phraseology  of  Erb,  who  speaks 
of  it  as  a “ myelitis  transversa  dorsalis.” 

At  the  date  of  my  first  edition  I had  found  but 
little  in  our  systematic  works  concerning  the  spinal 
cord  in  the  early  periods  of  syphilis.  Dr.  Hilton  Fagge 
and  Dr.  Buzzard  were  the  chief  exceptions.  The  latter, 
in  his  excellent  clinical  lectures,  has  devoted  one  to 
“ Syphilitic  Paraplegia.”  One  of  the  cases  there 
related  coincides  in  all  its  details  with  those  to  which 
I now  refer.  A coachman,  aged  twenty-five,  who  had 
contracted  syphilis  only  eighteen  months  previously, 
became  paraplegic  in  the  course  of  nine  days.  He  had 
severe  pain  in  his  back.  Sensation  was  so  far  lost 
that  he  could  not  recognise  the  prick  of  a pin,  whilst 
the  reflexes  were  exaggerated.  The  power  of  motion 
in  the  right  leg  was  almost  wholly  lost,  but  the  left 
was  less  affected. 

During  the  first  four  days  the  temperature  was 
slightly  increased,  but  never  higher  than  100°.  Iodide 
of  potassium  was  given,  and  the  inunction  of  mercury 
was  pushed  to  ptyalism.  On  the  thirty-sixth  day  the 
patient  could  get  up  and  walk;  and  on  the  fiftieth 
he  was  discharged,  and  returned  to  his  occupation. 
Dr.  Buzzard  records  in  the  same  lecture  another  case, 
in  which  a married  woman,  aged  twenty-nine,  recovered 
from  paraplegia,  of  three  months’  duration,  under 
iodide  of  potassium.  In  this  case  there  were  present 
the  remains  of  disseminated  choroiditis,  but  no  history 
was  obtained  as  to  syphilis.  The  upper  extremities 
were  affected  as  well  as  the  lower.  Details  of  the 
recovery  are  not  very  full,  and  there  is  no  note  of 
progress  after  she  left  the  hospital. 

In  the  first  edition  of  this  work  (1887),  I wrote  : 
“ I have  seen  a great  many  cases  of  syphilitic  para- 
plegia. . . . My  impression  is  strong  that  many 

of  them  are  due  to  central  changes  of  the  nature  of 
myelitis.”  I also  wrote  at  that  date  that  the  bladder 
and  rectum  were  usually  involved,  that  most  of  the  cases 
resulted  in  partial  recovery,  and  that  such  recovery 
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was  usually  permanent.  Thus  almost  all  the  statements 
which  I now  make  were  made  then. 

In  1892,  Prof.  Erb  published  a short  but  excellent 
paper  on  “ Syphilitic  Spinal  Paralysis,”  in  which  he 
mentioned  having  seen  upwards  of  twenty-two  cases. 
Many  of  Erb’s  statements  agreed  closely  with  those 
which  I had  made,  but  in  some  important  respects 
they  did  not.  Our  differences  were,  I think,  to  be 
chiefly  explained  by  the  fact  that  he  included  many 
cases  which  began  much  later  in  syphilis  than  those 
which  I had  adduced.  Thirteen  out  of  twenty-two  cases 
on  his  record  occurred  within  the  first  three  years  of 
the  syphilitic  infection,  eighteen  were  within  the  first 
six  years,  whilst  four  were  as  late  as  the  ninth  to 
the  twentieth  year.  It  is  probably  the  inclusion  of 
these  late  cases,  in  which  the  malady  showed  a some- 
what different  course,  which  led  this  high  authority 
to  state  that  the  onset  is  generally  gradual  and  seldom 
rapid;  and,  further,  that  the  affection  of  sensation, 
although  constant,  is  only  slight.  Erb’s  paper  excited 
much  attention  on  the  Continent,  and  was  followed  by 
others — by  Kuh,  Oppenheim,  and  Lamy — which,  in  the 
main,  corroborated  his  statements. 

It  cannot  probably  be  too  clearly  understood  that 
the  facts  collected  by  different  observers  will  vary  in 
character  in  connection  with  the  peculiarities  of  the 
sphere  of  observation  of  each.  The  acute  cases  fall  to 
the  lot  of  the  hospital  physician,  the  family  practitioner, 
or  the  private  consultant,  while  the  chronic  cases  flock 
to  the  specialist  or  pass  into  asylums. 

Dr.  Dejerine  had  recorded  the  two  following  cases 
in  the  Revue  cJe  Medecine  of  January,  1884,  and  they 
were  quoted  in  the  Lancet  of  February  9,  1884  : — 

The  first  was  that  of  a coachman,  aged  fifty-one,  who  had 
contracted  syphilis  thirteen  months  before,  “having  had  no 
other  manifestations  beyond  the  primary  chancre,  which 
ulcerated  anew  five  months  after  its  cicatrisation.”  On  each 
occasion  mercury  was  taken  for  two  months.  The  nervous 
symptoms  commenced  with  headache  and  irritability  of  the 
bladder,  followed  by  weakness  of  the  legs,  lightning  pains,  and 
cramps.  In  a few  days  complete  paraplegia  ensued,  the 
loss  of  power  occurring  suddenly.  There  was  absolute 
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anaesthesia  from  the  umbilicus  downwards,  incontinence  of 
urine,  headache,  commencing  sloughs  over  the  buttocks,  as 
well  as  complete  loss  of  motion.  The  course  of  the  case  was 
rapid,  and.  twenty-eight  days  from  the  onset  death  occurred 
as  the  result  of  pulmonary  oedema.  The  autopsy  revealed 
“acute  central  myelitis  from  the  lower  part  of  the  cervical  to 
the  lower  part  of  the  lumbar  region,  with  commencing  ascend- 
ing degeneration  traceable  to  the  medulla.”  There  were 
marked  degenerative  changes  in  the  anterior  nerve-roots,  but 
the  posterior  roots  were  intact. 

The  second  case  was  that  of  a man  aged  thirty-eight,  who 
a year  previously  bad  contracted  syphilis,  followed  by  second- 
ary lesions,  rapidly  disappearing  under  specific  treatment. 
Pain  in  the  spine  was  the  first  symptom  noticed,  and  about 
a week  later  paraplegia  ensued  with  a “girdle  pain”  round 
the  abdomen  and  lower  part  of  the  chest.  The  onset  was 
rapid;  total  paraplegia,  both  as  regards  motion  and  sensation, 
occurred,  the  reflexes  were  abolished,  and  there  was  paralysis 
of  the  sphincters.  Bedsores  appeared  on  the  sacrum,  and  death 
ensued  eight  days  after  the  onset  of  the  paralysis  (fourteen 
days  from  the  beginning).  At  the  post-mortem  myelitic  changes 
were  found  involving  the  grey  matter  of  the  lower  half  of  the 
dorsal,  and  upper  half  of  the  lumbar  region,  with  degenerative 
changes  in  the  corresponding  anterior  nerve-roots,  but  none 
in  the  posterior. 

A case  is  recorded  in  the  Lancet  of  J une,  1889, 
which  was  under  the  care  of  Mr.  Bernard  Walker,  of 
Rotherham,  which  is  valuable  because  a post-mortem 
was  obtained.  The  notes  were  written  by  Mr.  H. 
Cropley.  A man,  aged  thirty-four,  had  syphilis  seven- 
teen months  before  his  paraplegia.  His  early  treat- 
ment was  neglected,  and  he  had  an  eruption  followed 
by  iritis.  Whilst  using  specifics  for  the  latter,  para- 
plegia set  in,  and  was  complete  in  ten  days.  Sensation 
was  not  abolished,  but  the  patellar  reflexes  were  lost. 
The  catheter  was  needed,  and  cystitis  and  bedsores 
followed.  Death  occurred  one  month  from  the  begin- 
ning of  the  symptoms.  The  cord  and  its  membranes 
looked  healthy,  but  its  lowest  part  was  somewhat 
softened  and  the  white  columns  were  crowded  with 
leucocytes.  The  arteries  of  the  pia  mater  over  the 
softened  part  were  occluded  by  thickening,  chiefly  of 
the  internal  coat.  A remarkable  point  in  this  narrative 
was  that  sensation  was  not  materially  affected,  yet 
bedsores  caused  death. 
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If  we  may  count  Sir  William  Gull’s  case  as  the 
first  in  which  pathological  appearances  were  noticed, 
we  have  in  it  the  record  of  inflammatory  changes  in 
the  cord  which  were  appreciable  only  to  the  micro- 
scope. In  Dr.  Hilton  Fagge’s  case  there  was  in 
addition  to  these  a most  remarkable  condition  of 
occlusion  of  the  small  arteries  of  the  pia  mater. 

In  a case  recorded  by  Lamy,  in  which  a man  died 
with  paraplegia  one  year  after  contracting  syphilis,  to 
the  naked  eye  the  cord  appeared  normal,  but  micro- 
scopic examination  revealed  diffuse  gummatous  arach- 
nitis and  lepto-meningitis.  The  infiltration  was  most 
marked  about  the  veins,  and  the  spinal  arteries  were 
almost  unaffected.  There  was  softening  of  the  cord 
in  the  upper  dorsal  region. 

In  another  case  by  Lamy  the  paraplegia  set  in  one 
year  after  the  syphilis,  and  was  complete  in  seven 
days.  Death  from  bedsores,  etc.,  occurred  eighteen 
months  after  the  onset  of  the  paralysis.  The  autopsy 
revealed  lepto-meningo-myelitis,  with  implication  of 
the  nutrient  vessels  of  the  cord  (periarteritis  and  peri- 
phlebitis). 

Dr.  Arthur  Fox,  of  Bath,  has  recorded  in  Brain, 
Part  vii.  (vol.  ii. , 1880,  p.  418),  the  case  of  a pros- 
titute who  had  suffered  from  syphilis,  and  who  died 
after  a fortnight’s  illness  with  symptoms  of  ascending 
myelitis.  Her  illness  began  with  pains  in  the  legs 
and  loins,  and  was  followed  by  incontinence  of  urine 
and  loss  of  power  in  both  upper  and  lower  extre- 
mities. Very  slight  changes  were  detected  on  micro- 
scopic examination  of  sections  of  the  cord,  but  they 
were  believed  to  indicate  an  early  stage  of  diffuse 
myelitis. 

Case  of  paraplegia  beginning  about  two  years  after  syphilis  ; 
recovery  under  mercury ; partial  restoration  ; optic  neuritis  of  one 
eye  only,  ending  in  blindness  ; no  relapse  during  twenty  years. 

— I have  a case  of  much  interest  to  relate  which  hears  im- 
portant evidence  as  to  the  prognosis  of  certain  cases  of  para- 
plegia. A gentleman  of  fifty  was  sent  to  me  for  an  eruption 
which  proved  to  he  only  pityriasis  versicolor.  I observed  that 
he  was  partially  paraplegic,  his  legs  dangling  loosely,  although 
he  could  both  stand  and  walk.  I asked  him  to  tell  me  the 
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history  of  his  former  illness.  It  was  this.  Before  his  marriage 
he  had  some  venereal  sore,  and  was  treated  with  mercury  and 
iodide,  but  he  could  not  remember  having  ever  had  any 
symptoms  excepting  the  local  ones.  No  reminders  of  any  kind 
ever  occurred,  and  he  married  about  two  years  afterwards. 
Before  allowing  him  to  marry,  his  surgeon  put  him  through 
a fresh  course  of  the  iodide. 

The  marriage  took  place,  and  all  went  on  well  for  six 
months,  when,  whilst  travelling  in  Norway  with  his  wife  during 
very  hot  weather,  he  noticed  that  his  right  leg  was  becoming 
weak ; then  suddenly  one  morning  on  rising  he  found  that  he  had 
lost  sensation  in  both  legs.  In  this  condition  he  was  brought 
home,  and  put  under  the  treatment  of  one  of  the  most  eminent 
physicians  of  the  day.  Mercury  was  given  to  salivation.  He 
was  three  or  four  months  confined  to  liis  room  and  couch,  and 
during  the  early  part  of  this  period  had  incontinence  of  urine 
and  faeces,  and  entire  inability  to  feel  in  the  lower  extremi- 
ties or  to  move  them.  Recovery  was  gradual,  but  he  finally 
became  able  to  walk  and  to  retain  his  excreta.  After  about 
six  months  no  further  pain  occurred.  He  could  walk  with  a 
stick  slowly,  his  legs  swinging  loosely.  His  bowels  had  ever 
since  been  obstinately  costive,  and  his  bladder  acted  slowly  and  - 
often  not  efficiently.  Sexual  power  had  been  permanently  lost. 
The  upper  extremities  were  never  affected,  and  he  never  had 
any  other  definite  nerve  symptoms  excepting  failure  of  the  left 
eye.  This  eye  became  blind  a year  or  two  after  his  paraplegia. 
It  diverged,  and  he  lost  all  perception  of  light  in  it.  The 
occurrence  of  paraplegia  six  months  after  marriage  gave  rise, 
of  course,  to  a suspicion  in  another  direction,  and  I inquired 
on  this  point  as  to  my  patient’s  own  impressions.  He  did  not 
admit  that  such  was  the  case,  and  added  that  up  to  the  time  of 
its  occurrence  he  had  always  been  very  strong,  and  accustomed 
to  very  vigorous  exercise.  Excepting  his  paraplegia  he  ap- 
peared to  be  in  very  good  health.  There  had  never  been  any 
ataxic  symptoms,  and  the  pupil  of  the  sound  eye  still  acted 
well.  He  had  formerly  been  troubled  with  muscse,  but  had 
never  had  any  definite  cerebral  symptoms. 

Case  of  paraplegia  occurring  two  years  after  syphilis ; 
iodide  cure ; partial  restoration : no  relapse  during  six  years. 

— Many  years  ago  a lady  and  gentleman  brought  to  me  their 
son,  a boy  of-  ten,  on  account  of  inflamed  eyes.  The  mother 
reminded  me  that  she  had  herself  consulted  me  two  years 
before,  for  a sore  in  her  throat ; and  that  I had  then  inquired 
particularly  as  to  whether  her  children  had  any  of  them 
suffered  in  their  eyes.  My  treatment,  she  added,  had  quite 
cured  her  throat.  I turned  to  my  notes  of  her  case,  and 
found  that  I had  diagnosed  her  throat  as  syphilitic,  and  had 
prescribed  accordingly.  Now  that  her  husband  and  son  were 
before  me  it  seemed  a good  opportunity  to  verify  the  diagnosis, 
and  get  the  family  history,  which  on  tlie  first  occasion,  when 
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the  lady  only  was  present,  I had  not  ventured  to  inquire  about. 
I looked  at  the  boy’s  physiognomy  and  teeth;  but  there  was 
nothing  suspicious  in  either,  and  on  examining  his  eyes  I found 
no  evidence  of  interstitial  keratitis,  but  only  a superficial 
ulcer.  Having  sent  the  boy  and  his  mother  out  of  the  room, 
I put  some  questions  to  the  father.  I observed  that  he 
walked  without  a stick,  but  with  a very  awkward  gait,  as  if 
partially  paraplegic.  His  gait  was  not  that  of  locomotor  ataxy, 
but  his  legs  dangled  as  if  loose  at  the  hips,  and  he  had  evident 
difficulty  in  managing  them.  He  at  once  admitted  that  his 
medical  advisers,  among  whom  had  been  two  or  three  of  our 
most  distinguished  specialists,  had  attributed  his  paralysis  to 
“venereal  taint.”  He  had  contracted  syphilis  during  his 
married  life,  and  since  the  birth  of  his  boy,  the  date  being 
almost  eight  years  ago.  No  children  born  since  had  lived. 
Thus  the  escape  of  the  boy  was  at  once  explained,  and  the 
diagnosis  of  specific  disease  in  the  mother  at  the  same  time 
confirmed. 

I was  next  much  interested  in  extracting  what  facts  I 
could  as  to  the  paraplegia  in  the  husband.  It  appeared  that 
the  first  indications  of  disease  in  the  spinal  cord  had  con- 
sisted of  pain  in  the  back,  which  occurred  almost  exclusively 
in  the  night.  For  this  pain  he  consulted  many  physicians, 
and  could  get  no  relief.  Next  his  legs  began  to  get  weak, 
and  he  had  difficulty  in  holding  his  water.  At  length  almost 
complete  paraplegia  set  in,  and  he  was  confined  to  bed  with 
inability  to  use  the  lower  limbs,  and  incontinence  of  urine 
and  faeces.  Dr.  Radcliffe  was  the  first  to  diagnose  the 
syphilitic  nature  of  the  disease,  and  to  prescribe  the  iodide. 
After  two  months  in  bed  he  slowly  recovered  up  to  his  present 
point,  and  for  some  years  past  had  remained  in  the  same 
condition,  able  to  walk  about,  but  obliged  to  wear  a urinal, 
and  quite  without  sexual  power.  There  had  never  been  any 
brain  symptoms ; the  pupils  still  acted  well,  and  the  general 
health  was  good.  The  lower  limbs  were  liable  to  occasional 
reflex  spasmodic  movements.  For  some  years  he  had  taken 
no  medicine,  and  there  had  been  no  tendency  to  relapse. 
Thus  it  will  be  seen  that  the  paraplegia  set  in  about  two  years 
after  the  primary  symptoms,  that  it  was  preceded  by  pain, 
that  it  involved  motion  more  than  sensation,  that  it  impli- 
cated the  sphincters,  and  had  destroyed  the  sex-function. 

Disease  of  tlie  spinal  cord  with  paraplegia 
in  the  secondary  stajje  of  syphilis ; death  and 
autopsy;  extensive  occluding  disease  o!  the 
arteries  of  the  spinal  pia  mater. — I extract  the 
following  case  from  Dr.  Hilton  Fagge’s  “ Practice  of 
Medicine.”  It  gives  us  a good  example  of  paraplegia 
occurring  in  the  secondary  stage  of  syphilis.  Its  chief 
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value,  however,  consists  in  the  circumstance  that  an 
autopsy  was  obtained,  and  extensive  disease  of  the 
vessels  of  the  cord  proved  to  be  present.  The  softening 
of  the  cord  appeared  to  be  secondary  to  this  arterial 
disease. 

“A  man,  aged  twenty,  was  actually  under  treatment  by 
Mr.  Davies-Colley  for  syphilis  when  he  became  paraplegic, 
and  was  transferred  to  the  care  of  Dr.  Wilks.  He  died  two 
months  later.  The  cord,  in  the  mid-dorsal  region  was  flattened 
and  soft  for  about  an  inch  and  a half  of  its  length ; the 
antero-lateral  columns,  and  the  grey  matter,  etc.,  were 
especially  affected,  the  latter  being  of  a rusty-brown  colour. 
To  the  naked  eye  there  was  no  obvious  change  in  the  pi  a 
mater.  But  when  a piece  of  it,  corresponding  with  the  soft- 
ened part,  was  placed  on  a microscopic  slide  and  examined 
with  a lens,  the  walls  of  the  arteries  were  at  once  seen  to  be 
enormously  thickened  and  degenerated.  By  reflected  light  they 
looked  like  solid,  opacpie,  white  cylinders;  by  transmitted 
light  their  tissues  appeared  black.  Neither  Dr.  Goodhart  nor 
I could  find  any  in  which  the  affection  was  in  an  earlier  stage, 
so  that  we  might  have  compared  it  with  that  of  which 
Heubner  has  given  so  complete  a description,  as  occurring  in 
the  cerebral  arteries.  I think  it  is  very  likely  that  many 
cases,  such  as  have  hitherto  been  supposed  to  be  examples 
*)f  softening  from  syphilitic  myelitis,  may  hereafter  be  traced 
to  the  defective  blood  supply  consequent  on  a syphilitic 
affection  of  numerous  vessels  in  the  spinal  pia  mater ; and  it 
may  be  that  the  same  lesion  will  be  found  to  account  for  those 
other  cases  in  which,  as  yet,  no  morbid  change  whatever  has 
taken  place.” 

Cases  of  ascending  spinal  paralysis  (eliiefl.v 
motor)  at  different  stages  of  syphilis. — Dr. 

Buzzard  in  his  Lectures  adduces  several  cases  in  which 
there  was  a tendency  to  universal  spinal  paralysis 
in  connection  with  syphilis.  They  occurred  at  very 
different  periods  of  the  disease. 

In  one  (Wagerof’s)  the  patient,  under  mercurial 
inunction,  recovered  from  an  acute  and  very  threat- 
ening attack  which  occurred  five  years  after  the 
syphilis.  It  was  motor  paralysis  only.  In  one,  under 
Dr.  Buzzard’s  own  care,  the  intermediate  period  was  no 
less  than  twenty-eight  years.  In  this  case,  as  might  be 
expected,  the  symptoms  had  been  somewhat  more  gradual 
in  their  development ; motion  had  been  chiefly  affected. 
They  disappeared  to  a large  extent  under  treatment. 
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In  another  case  (by  M.  Taffe)  a young  man  be- 
came paralysed  as  regards  motion  six  months  after 
his  syphilis,  and  died  through  failure  of  the  respira- 
tory muscles  on  the  tenth  day.  Unfortunately  there 
was  no  autopsy. 

Cases  <liainioso<l  21s  acute  multiple  neuritis. 

—Under  this  heading  it  is  wished  to  place  certain 
cases,  somewhat  difficult  of  interpretation,  in  which 
the  subjects  of  syphilis  become  affected  with  more  or 
less  general  paralysis,  but  with  symptoms  which  appear 
to  exclude  the  supposition  that  the  central  organs  are 
primarily  involved.  Cerebral  symptoms  may  now  and 
then  be  present,  but  the  most  plausible  hypothesis  in 
most  of  these  cases  seems  to  be  that  there  is  a condition 
of  multiple  neuritis.  They  may  rank  as  simulations 
more  or  less  close  of  Landry’s  paralysis,  to  which  I 
have  already  referred. 

In  illustrating  this  subject  I find  recorded  by  Dr. 
Alexander  W.  Stein*  the  case  of  a man,  aged  forty- 
eight,  who  had  passed  through  the  usual  stages  of 
primary  and  secondary  syphilis  without  specific  treat- 
ment. When  the  eruption  was  fully  out,  and  he  had 
insomnia  and  elevations  of  temperature,  he  was,  for 
the  first  time,  treated  by  specifics.  These  he  took  but 
inefficiently.  The  chancre  had  been  contracted  in  the 
end  of  January,  the  treatment  was  commenced  in  the 
middle  of  May,  and  in  the  end  of  August  his  nervous 
symptoms  set  in,  at  which  time  he  still  had  the  remains 
of  his  eruption.  After  suffering  for  three  days  from 
pain  in  his  back,  there  was  developed  almost  simul- 
taneously impairment  of  sensation  and  of  motion  in 
all  his  extremities.  In  the  course  of  two  days  he  was 
unable  to  walk  without  assistance.  There  were  insomnia, 
restlessness,  some  headache,  and  diplopia.  The  patellar 
reflexes  were  entirely  absent.  He  was  transferred  to 
a hospital,  at  which  the  suggestion  of  syphilis  was 
either  unknown  or  ignored,  and  no  specifics  were  used. 
He  had  hallucinations,  and  was  very  noisy.  On 
September  12th,  a fortnight  after  the  beginning  of 

* Journal  of  Cutaneous  and  Gcnito-urinanj  Diseases,  October,  1891, 
p.  413. 
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his  severe  illness,  he  began  to  complain  of  sensations 
of  choking,  and  was  unable  to  expectorate ; and  he 
died  on  September  15th.  During  the  last  few  days 
his  respirations  were  increased  to  24  and  even  44  in 
the  minute,  the  heart’s  action  being  rapid  and  irre- 
gular. The  temperature  had  not  been  higher  than  100° 
till  the  day  of  his  death,  when  it  was  101°.  Dr.  Stein 
writes:  “ The  bilateralism  of  the  anaesthesia,  separated 
by  an  area  in  which  there  remained  normal  sensitive- 
ness, makes  it  more  than  probable  that  the  patient 
suffered  from  a toxic  polyneuritis  rather  than  a dis- 
order of  the  central  nervous  system.”  It  is  unfor- 
tunate that  no  record  in  this  case  is  preserved  of  the 
state  of  the  sphincters  or  of  the  condition  of  the  skin 
of  the  trunk,  and,  yet  more  so,  that  there  was  no 
autopsy.  The  case  may  have  been  one  of  ascending 
myelitis. 

Two  cases  which  have  occurred  in  my  own  practice 
are  to  a considerable  extent  parallel  with  the  one 
just  quoted.  In  one  of  these  a man  of  about  sixty, 
in  whom  the  secondary  stage  of  syphilis  had  been 
permitted  to  develop  to  a condition  of  great  severity, 
and  who  had  been  with  difficulty  cured  by  the  com- 
bined use  of  mercury  and  arsenic,  developed  subse- 
quently a condition  of  general  paresis.  It  was  in 
the  fourteenth  month  from  the  commencement  of  his 
syphilis.  He  was  for  some  days  confined  to  bed  with 
general  numbness  and  total  inability  to  use  his  limbs. 
I believe  he  had  no  paralysis  of  the  bladder  or  rectum. 
He  was  at  this  time  at  a great  distance  from  town, 
and  I was  consulted  only  by  letter.  I urged  the 
more  vigorous  use  of  specifics;  and  under  these,  in 
the  course  of  a few  weeks,  he  made  a complete 
recovery. 

My  second  case  was  a yet  more  severe  one.  Its 
subject  was  a young  man  for  whom  I had  myself 
prescribed  for  secondary  syphilis.  From  this  he  had 
almost  wholly  recovered,  and  the  treatment  had  been 
suspended  (in  consequence  of  the  prejudices  of  his 
homoeopathic  parents),  when  he  began  to  lose  strength 
and  to  become  apathetic.  Suddenly  an  acute  illness 
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developed.  He  had  ptosis,  first  on  one  side,  then  on 
the  other.  There  was  strabismus,  almost  complete  loss 
of  use  of  all  the  limbs,  and  paralysis  of  the  sphincters. 
His  mental  condition  was  such  that  he  would  only 
answer  in  monosyllables,  and  at  times  could  scarcely 
be  got  to  put  out  his  tongue.  From  this  condition, 
under  the  very  liberal  use  of  mercury  both  internally 
and  by  inunction,  he  entirely  recovered,  and  afterwards 
remained  well.  His  nerve  illness  occurred  eighteen 
months  after  his  primary  disease. 

Many  cases  of  neuritis  of  single  nerves  in  the 
course  of  syphilis  have  been  recorded,  and  in  a few 
the  affection  occurred  in  early  periods  of  the  disease. 
Our  knowledge  of  the  subject,  however,  is  as  yet  very 
indefinite.  Dr.  Fordyce,  of  New  York,  in  an  article 
on  this  topic  well  remarks  that  typical  multiple 
neuritis  resembling  that  which  follows  the  acute  in- 
fectious diseases,  when  met  with  in  syphilis,  ought  to 
be  in  the  early  period  of  the  disease.  He  has  recorded 
a case  of  his  own,  in  which  a man  in  the  third  or 
fourth  month  after  syphilis  had  such  weakness  of 
his  legs  that  he  was  unable  to  stand.  He  was  able, 
however,  in  bed  to  move  his  legs  quite  freely.  His 
muscles  were  tender,  and  his  feet  more  or  less  numb. 
The  patellar  reflexes  were  lost.  The  case  was  differenti- 
ated from  paraplegia  by  the  circumstance  that  the 
functions  of  the  bladder  and  rectum  were  unimpaired. 
The  attack  occurred  whilst  the  secondary  eruption 
was  still  fully  out.  The  recovery  under  specific  treat- 
ment was  complete. 

Dr.  Buzzard  has  recorded  a somewhat  similar  case 
which  was  attended  with  double  facial  paralysis,  and 
in  which  complete  recovery  ensued  under  treatment 
for  syphilis.  In  this  case  all  the  extremities  were 
affected,  and  even  the  muscles  of  respiration.  Cutaneous 
anaesthesia  was  more  or  less  general,  but  the  sphincters 
retained  their  power. 

The  facts  which  I have  mentioned  make  it  abundantly 
evident  that  during  the  early  periods  of  syphilis  various 
parts  of  the  nervous  system  are  liable  to  be  attacked 
by  affections  curable  by  the  prompt  use  of  mercury. 
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HEMIPLEGIA  IN  SYPHILIS 

Causes. — Amongst  the  more  common  conditions  which 
may  cause  hemiplegia  may  be  mentioned  haemorrhage 
and  arterial  obstruction.  The  arterial  obstruction 
may  be  by  embolus,  by  thrombosis,  or  by  pressure 
from  perivascular  effusion.  The  symptoms  which 
are  induced  by  these  several  influences,  and  which 
usher  in  the  resulting  “ paralytic  stroke,”  present 
differences  that  much  aid  diagnosis,  and  the  cases 
require  very  different  treatment  and  suggest  prognoses 
which  are  very  dissimilar.  To  speak  of  “ syphilitic 
apoplexy”  or  “syphilitic  hemiplegia”  would  be  to 
some  extent  a misuse  of  terms,  and  yet  it  is  the 
fact  that  such  names  would  convey  concisely  very 
important  meanings.  Haemorrhagic  apoplexy,  with 
its  sudden  onset,  liability  to  increase,  and  permanency 
of  damage,  is  almost  unknown  in  syphilis,  and  the 
same  may  be  said  of  the  very  sudden  seizures  which 
characterise  the  plugging  due  to  a moving  embolus. 
It  is  with  arterial  obstruction,  either  from  internal 
thrombosis  or  external  pressure,  that  syphilis  is  almost 
exclusively  concerned.  In  neither  of  these  is  the  lesion 
which  induces  the  attack  of  sudden  development,  and 
from  this  it  follows  that  we  may  usually  expect  that 
premonitory  symptoms  will  have  preceded  any  “ stroke  ” 
or  “ fit  ” which  has  had  its  origin  in  syphilis.  Such 
is  indeed  the  fact,  and  it  is  a very  important  one. 
In  a great  majority  of  cases  in  which  a syphilitic 
patient  experiences  an  attack  resulting  in  hemiplegia 
there  will  have  been  as  warnings,  often  for  several 
days  before,  pains  in  the  head,  attacks  of  giddiness, 
or  tingling  or  numbness  in  the  limbs.  Many  attacks 
may,  indeed,  be  averted  by  timely  attention  to  such 
warnings. 
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Treatment.— It  has  often  been  pointed  out  that  it  is 
absurd  to  attempt,  by  active  treatment,  to  remove  the 
effects  due  to  common  haemorrhagic  apoplexy.  No  such 
pica  for  the  neglect  of  active  measures  can,  however, 
bo  alleged  in  cases  of  hemiplegia  in  connection  with 
syphilis.  In  these  the  cause  is  often  one  which  admits 
of  treatment,  and  indeed  urgently  demands  it.  It  is 
probable  that  in  many  there  is,  at  any  rate  in  the 
first  instance,  no  destruction  of  cerebral  substances, 
either  by  softening  or  other  change,  but  only  a local 
deprivation  of  blood  supply.  Periarteritis,  approaching 
the  nature  of  gumma,  is  probably  an  almost  invariable 
condition,  alike  of  tho-se  cases  attended  by  internal 
thrombosis  and  those  in  which  there  is  none.  This 
is  a condition  which  may  be  rapidly  influenced  by 
treatment.  The  local  pressure  on  the  arterial  trunk 
may  be  removed,  and  with  the  re-established  blood- 
stream the  symptoms  may  wholly  vanish.  There  is 
another  pathological  factor  which  gives  an  especial 
emphasis  to  the  importance  of  specific  treatment.  It 
is  that  the  local  lesions  mentioned  are  very  frequently 
multiple,  and  that  in  other  positions  changes  may  be 
in  progress  tending  to  other  attacks.  To  these  con- 
siderations it  may  be  added  that  the  prognosis,  if 
long-continued  treatment  be  adopted,  is  usually  good. 
In  the  cases  which  I shall  quote  will  be  found 
examples  not  only  of  satisfactory  recovery,  but  of 
long-continued  good  health  without  recurrences. 

The  treatment  which  should  be  adopted  in  cases  of 
hemiplegia  from  syphilitic  arteritis  is  that  of  brain- 
syphilis  in  general.  Mercury  and  iodide  of  potassium 
should  be  prescribed  together,  but  not  in  combination. 
The  mercury  should  be  given  in  small,  often-repeated 
doses;  vrhilst  the  dose  of  iodide  should  be  propor- 
tioned to  the  susceptibilities  of  the  individual.  It  is 
probably  wise  to  discontinue  the  iodide  as  soon  as 
the  sjunptoms  have  satisfactorily  disappeared,  but  the 
mercury  should  be  continued  for  many  months.  If  in 
combination  with  tonics  it  agrees  well,  it  may,  with 
additional  security  to  the  patient,  be  continued  for 
years. 
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Irom  arterial  disease. — I could  mention  a good 
many  cases  in  which  the  recovery  after  brain  symp- 
toms supposed  to  be  due  to  syphilitic  disease  of 
arteries  has  been  complete  and  permanent.  Amongst 
them  the  following  may  be  of  interest,  as  I knew 
the  whole  details  of  the  case  from  the  beginning.  I 
attended  a gentleman  for  primary  and  secondary 
symptoms,  and  treated  him  for  four  months  with 
mercury.  He  got  quite  well,  and,  contrary  to  my 
advice,  left  off  treatment.  He  married  about  fifteen 
months  from  the  beginning  of  the  disease.  AVithin 
a few  months  of  his  marriage  I was  sent  for  to 
see  him  at  his  own  house.  He  was  hemiplegic  on 
the  right  side,  and  aphasic.  His  attack  had  occurred 
while  walking  in  the  street.  The  iodide  of  potassium 
•with  mercury  -was  freely  administered,  and  in  the 
course  of  a few  months  he  recovered  perfectly.  During 
the  next  ten  years  he  enjoyed  good  health,  but  was 
repeatedly  treated  for  tertiary  ulcerations  on  his  lips, 
aggravated  by  smoking,  and  hydrocele  in  connection 
with  an  indurated  testis.  He  had  several  healthy 
children,  but  it  is  probable  that  his  eldest  suffered 
from  taint.  She  was  born  at  seven  months,  and  had 
an  enlarged  liver  at  the  time.  For  some  weeks  she 
was  so  ill  that  she  was  not  expected  to  live.  She 
finally  became  fairly  well  developed  and  had  good 
health. 

This  patient  himself  became,  later  on,  the  subject  of 
very  chronic  tabes.  He  died  nearly  thirty  years  after 
his  syphilis,  of  cancer  of  the  bowel. 

His  wife,  who  had  remained  throughout  in  good 
health,  and  who  knew  nothing  whatever  of  the  nature 
of  her  husband's  ailment,  regarded  her  marriage,  I 
believe,  as  a very  happy  one.  The  children  grew 
up  healthy. 

I have  before  me  the  notes  of  a great  many  cases 
in  which  attacks  of  hemiplegia  occurred  to  patients 
who  had  suffered  from  syphilis.  My  notes  of  many 
of  my  cases  extend  over  a long  series  of  years,  and 
prove  that  such  patients  may  recover  perfectly  and 
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retain  good  health.  The  opportunity  of  obtaining  a 
; post-mortem  has  but  very  rarely  occurred  to  me. 
Although  for  this  reason  my  cases  are  almost  all  in- 
complete, yet  I think  that  some  of  them  may  prove 
of  interest  to  my  readers,  and  may  afford  hints  as 
to  diagnosis  and  treatment.  In  some  I have  been 
especially  careful  to  give  the  details  as  to  the  pre- 
ceding symptoms  and  the  mode  of  attack,  believing 
that  much  help  in  diagnosis  may  be  obtained  from 
such  records. 

In  some  cases,  especially  those  occurring  in  senile 
patients  and  after  a long  interval  since  the  original 
syphilis,  there  may  be  uncertainty  as  to  whether  the 
cerebral  lesion  was  really  due  to  specific  disease.  I 
do  not  think,  however,  that  there  are  many  in  the 
following  list  respecting  which  much  doubt  could  be 
entertained.  I shall  do  my  best  to  make  each  case 
explain  itself,  and  so,  without  further  preface,  will 
proceed  to  their  narration. 

I will  begin  with  a case  which  was  one  of  the 
first  to  attract  my  attention  to  this  form  of  hemi- 
plegia. It  occurred  more  than  forty  years  ago,  and 
at  a time  when  cerebral  syphilis  had  received  much 
less  attention  than  has  been  bestowed  upon  it  of 
late  years.  I give  it  as  written  out  soon  after  the 
patient’s  death. 

Tertiary  syphilis;  cerebral  attack,  with  defect 
of  sight  au«l  partial  hemiplegia  ; rapid  recovery. 

— Mrs.  G , a widow  of  about  forty,  wTas  under  my 

treatment  in  1861  for  a very  large  and  deep  ulcer- 
in  one  leg,  which  I had  no  doubt  was  of  syphilitic 
origin.  I treated  her  by  full  doses  of  iodide  of 
potassium,  and  the  sore  healed.  Six  months  later  she 
came  to  me  with  a deep  ulcer  in  the  tongue,  again 
clearly  tertiary,  and  again  cured  satisfactorily  by  the 
iodide. 

One  Sunday  in  December,  1868,  I received  a mes- 
sage that  Mrs.  G had  had  “ a fit.”  I found  that 

since  her  leg  and  tongue  had  got  well  she  had  been 
in  excellent  health  until  the  present  attack,  and 
had  had  no  relapse  of  syphilitic  symptoms.  On  the 
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Saturday  night  she  went  to  bed  feeling  quite  well. 
She  awoke  in  the  morning  with  a strange  feeling  in 
the  head,  and,  looking  at  the  window,  supposed  at 
first  that  snow  had  fallen,  as  everything  seemed  white. 
Her  right  arm  and  leg  felt  “ curious  and  a little 
numb.”  When  she  stood  up  she  felt  as  if  she  must 
fall  over  to  the  right  side.  When  I saw  her  in  the 
afternoon  she  could  only  read  capital  letters,  although 
on  the  previous  evening  she  had  been  able  to  read 
the  newspaper  quite  easily.  I could  detect  no  loss 
of  sensation,  nor  was  her  face  drawn.  She  was  up, 
and  could  stand  and  walk,  but  the  right  limbs  were 
very  weak,  and  she  was  aphasic.  I again  prescribed 
the  iodide. 

On  Wednesday  she  was  much  better,  and  could 
again  read  with  ease.  I now  used  the  ophthalmoscope, 
and  found  the  fundus  of  the  eye  in  a normal  state. 
She  still  complained  of  the  weakness  of  her  right 
limbs.  Her  memory  and  all  other  faculties  seemed 
perfect. 

Mrs.  G recovered  perfectly  from  the  attack 

above  described.  Two  years  later  she  died  of  cancer, 
but  unfortunately  I had  no  opportunity  for  a post- 
mortem. 

My  next  case  is  one  which  I saw  not  long  after 
the  preceding. 

II  cuiiplcgia  (right)  in  tlic  third  year  after 
syphilis;  recovery,  with  contractions;  good 
health  twenty  years  later.— A gentleman  of  about 
forty-three,  who  had  suffered  from  syphilis  some  years 
before,  became  paralysed  in  his  right  limbs.  The  attack 
was  preceded  by  several  occurrences  of  tingling  and 
numbness  in  the  arm.  Especially  in  the  morning  of 
the  seizure  he  had  repeatedly  experienced  inability 
to  use  the  hand  for  some  minutes  at  a time.  The 
syphilis  had  occurred  in  1871,  and  the  attack  of 
paralysis  was  in  October,  1873.  Within  a year  of 
the  primary  disease,  however,  he  had  been  very  ill 
with  cerebral  symptoms,  and  was  for  a time  comatose 
and  not  expected  to  recover.  He  was  at  that  stage 
seen  independently  by  Mr.  Hilton,  Dr.  Hughlings 
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Jackson,  and  Sir  William  Jenner,  all  of  whom  pre- 
scribed mercury.  Under  specific  treatment,  long  con- 
tinued, he  recovered,  but  still  remained  liable  to 
giddiness.  In  August,  1873,  he  went  to  Scotland  in 
tolerably  good  health,  but  still  taking  bichloride.  In 
October  of  the  same  year,  as  I have  said,  “the 
seizure  ” occurred.  He  lost  the  use  of  the  right  arm 
and  leg,  and  became  aphasic.  He  never  wholly  lost 
consciousness.  I did  not  see  him  till  four  months 
after  this  attack.  He  had  been  continuously  taking 
specifics,  but  there  could  be  no  doubt  that  the  doses 
were  too  small.  It  was  decided  to  continue  them  in 
much  larger  doses. 

The  subject  of  this  case  was  still  living,  twenty- 
one  years  after  the  seizure.  The  hemiplegia  had  been 
followed  by  contractures,  and  his  right  limbs  w’ere  to  a 
considerable  extent  disabled ; nor  had  he  ever  recovered 
perfect  speech.  He  could  write  well  with  his  left 
hand,  and  could  walk  a mile  or  two  at  a time.  He 
had  during  the  twenty  years  enjoyed  fair  health,  but 
at  one  time  he  had  several  falls  from  giddiness.  No 
symptoms  of  syphilis  had  developed  since  the  seizure, 
and  we  appear  to  have  a good  example  of  permanent 
cure.  The  brain  functions  had  been  recovered  so  far 
as  the  local  lesion  had  left  recovery  possible. 

The  case  is,  for  purposes  of  prognosis,  a very 
valuable  one. 

Syphilis  as  a predisposing  cause  of  hemi- 
plegia.— In  not  a few  of  the  cases  in  which  “seizures  ” 
or  “ strokes  ” occur  to  those  who  have  at  some  former 
period  suffered  from  syphilis,  it  is  difficult  to  feel 
confident  as  to  whether  or  not  the  attacks  are  in 
any  association  with  the  taint.  We  may,  however, 
accept  it  as  probable  that  in  the  majority  of  such 
cases  the  syphilis  has  acted  as  a predisposing  cause. 
Most  of  them  are  probably  due  to  arterial  disease, 
cither  in  its  active  form,  inducing  thrombosis  or  nar- 
rowing of  vessels,  or  to  later  stages  of  degeneration. 
Thus  we  must  expect  considerable  differences  in  the 
several  stages  of  sj^philis.  We  now  know  that  the 
various  forms  of  arteritis  are  most  likely  to  happen  in 
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the  early  stages,  but  that  the  results  of  the  degeneration 
of  the  coats  of  the  vessels  may  be  realised  at  distant 
periods. 

Speaking  generally,  the  forms  of  hemiplegia  which 
occur  after  syphilis  may  be  expected  to  resemble 
more  closely  those  of  senile  apoplexy  from  haemor- 
rhage when  they  result  from  degeneration  changes  long 
after  the  primary  disease,  than  when  they  occur  in 
its  earlier  periods.  If  a seizure  or  seizures  should 
occur  to  a patient  within  the  first  twro  or  three  years 
of  syphilis,  we  may  expect  them  to  be  attended  by  a 
course  of  symptoms  differing  considerably  from  those 
which  are  most  common  in  senile  or  haemorrhagic 
apoplexy.  Such  attacks  are  due  for  the  most  part 
neither  to  haemorrhage  nor  embolism,  but  to  more  or 
less  complete  occlusion  of  arterial  trunks  by  external 
conditions  which  may  undergo  rapid  changes.  These 
are  the  cases  in  which  the  patients  sometimes  ex- 
perience threatenings  for  some  time  before  the  fit 
actually  occurs ; in  which  the  fit  itself  develops  rather 
gradually;  and  in  which  a rapid  recovery  may  quite 
possibly  follow. 

It  is  very  important  to  remember,  in  cases  of 
syphilis  in  which  the  nervous  system  is  affected,  that 
very  different  results  may  ensue  from  different  forms 
of  disease  of  the  blood-vessels.  We  have  probably 
been  too  much  in  the  habit  of  thinking  only  of 
occlusion,  especially  in  the  case  of  the  large  vessels 
at  the  base  of  the  brain ; but  very  often  it  is  not 
occlusion,  but  only  partial  obstruction,  which  is  pre- 
sent. This  partial  obstruction  may  exist  at  many 
different  places  at  the  same  time,  and  it  may  probably 
vary  much  at  different  times,  and  possibly  with  con- 
siderable suddenness.  It  may  be,  and  often  is,  quite 
symmetrical.  The  character  of  the  disease,  in  one  and 
the  same  case,  may  also  be  multiform.  Inflammation 
within  the  perivascular  sheath  is  probably  one  of  the 
most  common,  but  the  coats  of  the  vessels  themselves, 
more  especially  the  intima,  are  often  involved.  It  is 
further  possible  that,  whilst  impediment,  such  as  has 
been  suggested,  may  exist  at  various  points  in  the 
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circle  of  Willis  and  in  the  larger  trunks  which  join  it, 
there  may  also  be  independent  disease  in  the  capil- 
laries, and  this  independent  disease  may  be  either 
localised  or  general. 

Keeping  in  mind  these  possibilities,  it  is  not  diffi- 
cult to  understand  that  the  symptoms  presented  may 
be  very  complicated.  There  may  be  defective  irri- 
gation of  the  brain,  now  in  one  part,  now  in  another, 
and  the  patient  may  complain  of  very  various  and 
anomalous  kinds  of  disturbance.  Thus  he  may  easily 
have  transitory  tingling  and  numbness,  first  of  one 
limb  and  then  of  another.  He  may  be  forgetful, 
temporarily  aphasic,  despondent  or  emotional  and 
hysterical,  by  turns.  It  is  by  no  means  certain  that 
any  attack  of  hemiplegia  will  result,  or  that  there 
will  be  any  definite  or  persisting  form  of  paralysis 
either  of  motion  or  sensation.  There  is,  of  course, 
constant  danger  that  occlusion  by  thrombosis  or  pres- 
sure may  occur,  with  resulting  paralysis,  but  we  may 
feel  certain  that  attacks  of  hemiplegia  are  rare  in 
proportion  to  the  number  of  those  who  suffer  from 
arterial  disease  in  syphilis.  Whatever  the  cerebral 
symptoms  may  be,  it  is  impossible  to  be  quite  sure 
that  arterial  disease  may  not  explain  them;  and  as 
we  now  know  that  such  disease  is  very  common  in 
the  early  stages  of  syphilis,  it  is  more  important 
that  our  treatment  should  invariably  and  efficiently 
be  directed  against  it. 

There  is  possibly  one  symptom  by  which  arterial 
disease  may  be  diagnosed  from  other  forms  of  brain- 
syphilis,  and  that  is  the  absence  of  severe  pain.  There 
is  much  brain-discomfort,  giddiness,  and,  it  may  be, 
dull  headache ; but  the  cases  in  which  the  pain  is 
very  severe,  and  especially  those  in  which  it  is  noc- 
turnal, have  probably  some  other  cause  than  arterial 
disease.  When  the  pain  is  unusually  severe  we  may 
suspect  the  existence  of  a meningeal  gumma  or  of 
bone-disease.  There  arc,  of  course,  cases  in  which 
what  are  called  the  osteocopic  pains  of  syphilis  affect 
the  skull  at  an  early  stage,  but  they  constitute  no 
exception  to  what  has  been  said,  since  the  pain  is  prob- 
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ably  dependent  upon  transitory  periostitis.  Arterial 
disease  is  in  itself  painless,  and  it  is  not  easy  to  see 
how  the  defective  irrigation  of  the  brain  which  results 
from  it  should  be  productive  of  the  severe  pain  that 
attends  other  forms  of  brain-syphilis. 

In  all  these  cases  the  patient’s  narration  as  regards 
his  feelings  should  be  carefully  listened  to.  Discomfort 
in  the  head,  a fear  of  impending  paralysis,  with 
numbness  and  tingling  in  the  limbs,  will,  I believe, 
be  the  usual  conditions,  and  without  any  complaint 
of  acute  pain.  We  must  not,  however,  be  dogmatic 
on  this  point,  but  must  wait  for  the  accumulation  of 
cases  in  which  connection  has  been  established  between 
the  symptoms  during  life  and  the  conditions  found 
at  the  autopsy. 

A large  collection  of  case-narratives  in  illustration 
of  cerebral  syphilis  attended  by  hemiplegia  will  be 
found  in  my  Archives  of  Surgery  (vol.  vi.,  p.  340). 
Lack  of  space  compels  me  to  omit  their  citation  in 
this  volume. 

Cerebral  syphilis  twice  recurring'  sifter  in- 
unction treatment;  hemiplegia. — One  of  the  most 
severe  attacks  of  syphilitic  otitis  which  I have  seen 

occurred  in  Mr.  , who  had  only  been  one  month 

home  from  Aix-la-Chapelle,  where  he  had  gone 
through  a full  inunction  treatment.  He  was  in  the 
second  year  of  his  syphilis,  and  had  suffered  from 
iritis.  With  the  otitis  he  had  diplopia  and  intense 
pain  in  the  head.  He  recovered  under  a free  use 
of  mercury  and  iodides,  but  with  permanent  deaf- 
ness in  one  ear.  This  patient,  six  months  after  his 
recovery,  had  threatenings  of  relapse,  and  went  to 
Aix  again  and  had  a full  treatment.  Four  months 
later,  and  two  months  after  the  disuse  of  all  treat- 
ment, he  had  an  attack  of  left  hemiplegia. 

It  was  a case  in  which,  certainly,  continuous  and 
combined  treatment  was  indicated. 

Dealli  in  <*0111:1  ol  a man  who  was  under 
treatment  for  secondary  syphilis. — The  following 
details  as  to  the  development  of  an  attack  refer  to 
the  case  of  a man  of  sixty-two,  who  was  at  the  time 
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under  treatment  for  severe  secondary  syphilis.  I saw 
him  for  the  first  time  after  his  cerebral  attack.  He 
had  been  comatose,  but  there  had  been  no  incon- 
tinence of  urine,  nor  had  any  spasmodic  twitchings 
been  observed.  Under  these  circumstances  it  seemed 
important  to  take  in  detail  the  account  of  the 
seizure.  His  wife  told  us  that  on  Saturday  evening 
he  had  seemed  better  than  usual,  had  seen  some 
friends,  and  had  sung  a song.  Excepting  neuralgia 
in  his  right  temple  and  around  the  right  eye, 
he  had  not  complained  of  headache.  This  neuralgia 
might  be  due  solely  to  the  iritis  and  inflammation  of 
vitreous  which  were  known  to  be  present.  On  Saturday 
night,  after  getting  to  bed,  he  complained  of  being 
chilly,  and  wished  to  get  up  for  more  clothes.  His 
wife  persuaded  him  to  be  quiet,  but  some  hours  later 
he  aroused  her,  complaining  that  his  left  arm  and 
foot  were  numb.  After  this  he  suddenly  became,  as 
his  wife  said,  unable  to  use  his  tongue,  and  could 
not  articulate  clearly.  On  Sunday  morning  and 
throughout  the  day  he  seemed  better,  and  could  speak. 
He  was  not  then  hemiplegic,  for  he  got  out  of  bed 
and  washed  himself,  and  intended  to  go  downstairs. 
He  was,  however,  dissuaded  from  this.  It  was  not 
until  the  day  on  which — for  the  first  time — I saw  him 
(Monday)  that  he  became  unconscious  and  hemiplegic. 
Thus  it  was  clear  that  the  symptoms  had  come  on 
gradually  and  with  intermissions.  The  final  lapse  into 
insensibility  had,  however,  occurred  rather  suddenly 
during  the  night.  These  facts  seemed  to  favour  the 
belief  that  the  lesion  was  one  of  arterial  thrombosis 
rather  than  of  haemorrhage.  Our  patient,  as  I have 
said,  was  a man  of  sixty-two  years  of  age,  who 
had,  until  the  occurrence  of  the  syphilis,  enjoyed 
excellent  health,  and  had  never  shown  any  indications 
of  arterial  disease. 

A few  days  after  the  date  to  which  these  notes 
apply,  Mr.  L died,  having  never  regained  conscious- 

ness. Every  effort  was  made  to  obtain  an  autopsy, 
but  without  success. 

The  case  may  have  been  one  of  ordinary  hsemor- 
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rhagic  apoplexy,  occurring  as  a mere  coincidence  in 
a patient  \inder  treatment  for  syphilis.  I incline, 
however,  to  think  it  more  probable  that  it  was  one 
of  obstructive  arterial  disease  in  direct  connection 
with  the  syphilis.  The  history  of  the  intermitting 
onset  of  the  symptoms  is  exactly  what  we  meet 
with  in  arterial  thrombosis,  and  unlike  the  sudden, 
complete,  and  persisting  coma  which  denotes  a fatal 
haemorrhage. 


CHAPTER  XXX 


TABES  AND  GENERAL  PARALYSIS  OF  THE  INSANE 

It  has  been  decided,  and  probably  with  good  grounds, 
to  reinstate  the  old  designation  of  tabes  as  applicable 
to  the  group  of  symptoms  which  were,  for  a time,  known 
as  “ locomotor  ataxy.”  This  latter  did  not  include  the 
whole,  and  gave  too  great  prominence  to  a single  one. 
The  several  phenomena  which  make  up  the  tabetic  malady 
are  now  well  recognised,  and  they  are  fairly  common. 
It  is  generally  accepted  that  they  occur  almost  solely 
in  those  who  have  previously  suffered  from  syphilis. 
The  group  which  characterises  what  is  known  as 
general  paralysis  of  the  insane  differs  very  conspicu- 
ously from  that  of  tabes.  The  two  may,  however,  be 
very  frequently  met  with  together,  and  the  antecedents 
of  the  one  are  much  the  same  as  those  of  the  other. 
General  paralysis  is  yet  more  exclusively  associated 
with  antecedent  syphilis  than  is  tabes,  and  occurs 
probably  in  much  closer  relationship  with  the  original 
disease  and  in  an  earlier  stage. 

Ophthalmoplegia  interna. — In  1876,  in  a paper 
read  before  the  Medico-Chirurgical  Society,  I described 
a condition  to  which  I gave  the  name  ophthalmoplegia 
interna.  In  it  all  the  internal  muscular  structures 
of  the  eyeball  are  involved,  and  the  patient  loses  the 
power  of  accommodation,  and  has  a perfectly  motion- 
less pupil.  Of  the  iris,  both  the  radiating  and  the 
circular  fibres  are  paralysed.  Thus  the  condition  differs 
from  that  known  as  the  “ Argyll-Robertson  pupil,”  in 
which  the  pupil  is  insensible  to  light,  but  contracts 
upon  convergence  in  the  effort  at  accommodation,  while 
the  function  of  accommodation  is  not  lost,  and  in 
many  cases  not  even  injured.  This  latter  condition 
is  now  well  known  to  depend  upon  central  changes, 
and  to  be  part  of  the  disease  which  we  recognise 
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as  tabes.  My  reason  for  mentioning  “ ophthalmo- 
plegia interna  ” here  is  because  it  has  appeared  to 
be  connected  in  a majority  of  cases  with  syphilis. 
When  I published  the  paper,  although  I was  aware 
that  it  sometimes  preceded  locomotor  ataxy,  and  that 
there  were  reasons  for  supposing  that  in  some  cases 
it  was  of  central  origin,  yet  I thought  that  the  most 
probable  explanation  in  the  majority  of  cases  was 
that  it  depended  upon  peripheral  disease,  that  disease 
being  located  in  the  lenticular  ganglion.  This  view 
was  subsequently  controverted  in  an  able  paper  by 
Dr.  Allen  Sturge,  who  referred  the  condition  exclu- 
sively to  central  disease.  Some  of  my  patients  had 
obtained  benefit  from  specific  treatment,  and  although 
in  several  of  the  series  I was  not  able  to  obtain  any 
definite  history  of  syphilis,  I was  yet  strongly  inclined 
to  suspect  it  in  all. 

My  experience  of  this  curious  combination  of 
symptoms,  since  my  paper  was  written,  has  not 
materially  altered  my  views  as  to  its  cause,  or  its 
value  for  prognosis.  Although  in  a certain  number 
of  cases  it  has  been  introductory  to  ataxy,  in  the 
majority,  although  the  patients  have  remained  long 
under  observation,  no  such  consequences  have  followed. 

I will  condense  from  my  paper,  and  from  other 
notes,  a few  illustrative  cases. 

A woman  was  under  my  care,  in  1869,  having 
experienced  almost  sudden  loss  of  accommodation 
in  both  eyes.  Her  pupils  were  of  medium  size,  and 
almost  motionless.  She  had  been  under  my  own  care 
four  years  previously  for  syphilis.  The  symmetry 
of  the  disease  in  this  instance  probably  points  to  a 
central  cause. 

A clerk,  aged  thirty-four,  was  under  my  observa- 
tion from  1865  to  1868,  his  ailment  being  progressive 
failure  of  the  internal  muscles  of  the  eye.  He  had 
had  mild  syphilis  some  years  before,  and  I treated 
his  eye  symptoms  with  specifics.  I am  not  aware 
that  he  ever  developed  any  other  indications  of  ataxy. 
At  the  time  of  my  last  note,  ophthalmoplegia  interna 
was  complete  in  one  eye;  but  in  the  other,  although 
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iridoplegia  was  complete,  the  function  of  accommo- 
dation was  not  lost. 

In  another  case  an  unmarried  servant  girl,  aged 
twenty-seven,  was  the  patient.  In  her  the  disease 
had  been  in  progress  six  months,  and  was  advancing. 
The  condition  was  complete  in  the  left  eye,  but  in 
the  right  a certain  amount  of  accommodative  power 
remained.  She  had  no  other  symptoms  of  disorder 
of  the  nervous  system.  Although  I did  not  obtain 
any  history  of  specific  disease,  yet  I treated  her  with 
the  iodide  of  potassium,  and  during  a three  months’ 
course  of  this  drug  she  obtained  some  benefit. 

A veterinary  surgeon,  aged  thirty-six,  in  whom 
there  was  a clear  history  of  syphilis  eight  years  before, 
presented  the  disease  in  a symmetrical  form,  but  it 
was  not  absolutely  complete  in  either  eye,  since  he 
could  accommodate  feebly.  He  had  had  stabbing  pains 
in  his  limbs,  and  it  appeared  likely  that  his  case 
would  end  in  tabes. 

The  above  cases  are  sufficient  to  afford  fair  illus- 
tration of  the  condition  described.  It  is  not  im- 
probable that  had  I been  able  to  follow  the  patients 
to  yet  longer  periods  the  sequel  might  have  proved 
the  development  of  ataxy  in  more  than  I at  pre- 
sent suspect.  Whether  a history  of  syphilis  be  present 
or  not,  I have  no  hesitation  in  recommending  an 
efficient  course  of  mercury  in  all  cases  in  which 
“ ophthalmoplegia  interna  ” is  diagnosed.  Especially 
is  it  important  if  the  symptoms  are  of  recent  develop- 
ment. 

0|>litii:iliiioi>lo^i»  externa. — The  term  ophthal- 
moplegia externa  has,  I believe,  been  used  by  many 
authorities,  especially  on  the  Continent,  as  applicable 
to  all  forms  of  paralysis  of  the  external  ocular  muscles. 
It  might,  however,  perhaps  be  convenient  if  it  were 
restricted  to  cases  which  show  a tendency  to  become 
generalised,  and  in  which,  at  any  rate,  the  muscles 
of  more  than  one  nerve  are  involved.  The  distinction 
is  arbitrary,  and  simply  for  clinical  convenience;  but 
it  is  obviously  quite  easy  to  designate  the  failures 
of  single  nerves,  as  paralysis  of  the  sixth,  third, 


Plate  20.— Bilateral  Ptosis  in  Inherited  Syphilis 
(Ophthalmoplegia  Externa) 

In  this  portrait  the  physiognomy  of  inherited  syphilis  in  a young 
hoy  is  fairly  well  shown.  The  bridge  of  the  nose  is' much 
flattened,  the  forehead  squared,  and  there  are  scars  about 
the  mouth.  The  chief  interest  of  the  case  is,  however,  the 
presence  of  drooping  of  the  upper  lid  on  both  sides.  The 
notes  of  the  case  having  been  mislaid,  I am  unable  to  give  the 
facts  as  to  the  other  muscles  of  the  eyeball,  but  no  doubt 
the  double  ptosis  was  only  a part  of  ophthalmoplegia  externa. 

The  Atlas  published  by  Dr.  Byrom  Bramwell  contains  an  excellent 
portrait  and  full  details  of  a similar  case,  with  the  important  record 
and  a second  portrait  showing  complete  recovery. 
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fourth,  etc.,  as  the  case  may  be,  leaving  the  larger 
term  for  use  in  the  very  peculiar  group  of  cases  in 
which  many  muscles  are  involved,  and  in  which  there 
is  a tendency  to  symmetry.  It  was  in  this  sense  that 
I employed  the  term  in  a paper  read  before  the 
Medico-Chirurgical  Society  many  years  ago.  The  sym- 
metrical and  generalised  cases  differ  very  much  in 
their  clinical  course  from  those  of  single  nerves.  They 
are,  as  is  well  known,  very  often  the  precursors  of 
locomotor  ataxy.  Although  this  form  of  ophthalmo- 
plegia is  difficult  of  treatment,  and  frequently  aggres- 
sive in  spite  of  remedies,  yet  there  is  good  reason 
for  believing  that  it  is  usually  of  syphilitic  origin. 
Although  not  cured,  it  is  almost  always  benefited  by 
specific  treatment,  and  there  cannot  be  the  slightest 
hesitation  in  saying  that  cither  the  iodide  or  mercury, 
or  both,  ought  to  be  used  in  efficient  doses  whenever 
it  is  threatened.  The  only  case  which  I have  ever  been 
able  to  trace  to  its  fatal  conclusion  resulted,  after 
a course  of  six  or  seven  years,  in  general  tabetic 
paralysis. 

In  this  instance  specifics  were  not  used  continu- 
ously, because  the  man  persistently  denied  all  syphilitic 
history.  In  confirmation  of  his  denial  he  brought  to 
me  two  of  his  sons,  who  were  in  every  respect  well 
developed.  It  was  only  just  before  the  man’s  death 
that  an  accident  placed  his  eldest  daughter  under  my 
observation,  and  gave  me  the  opportunity  of  recog- 
nising in  her,  from  both  teeth  and  keratitis,  most 
unquestionably  the  subject  of  inherited  taint.  This 
case  is  given  in  detail,  with  several  others,  in  the 
paper  to  which  I have  referred.  Since  that  paper 
was  published,  I have  met  with  several  other  very 
remarkable  examples  of  the  disease,  and  with,  I think, 
but  two  exceptions,  all  the  patients  had  suffered  from 
syphilis. 

In  one  very  interesting  case  the  symptoms  began 
within  a few  years  of  the  attack  of  syphilis,  drooping 
of  one  eyelid  being  the  first.  No  diagnosis  being  made, 
and  little  or  no  treatment  being  adopted,  the  condition 
slowly  advanced,  almost  wholly  without  complications, 
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during  a period  of  twenty  years.  At  the  end  of  that 
time  the  patient  still  remained  in  good  health,  but 
his  eyeballs  were  almost  motionless,  and  the  upper 

eyelids  drooped  so  as  nearly  to  cover  them. 

Tabes.— Tabes  is,  in  my  experience,  the  commonest 
of  the  nerve  lesions  connected  with  remote  syphilis. 
It  is,  indeed,  in  one  form  or  other,  one  of  the  com- 
monest of  all  the  late  sequelae  of  the  disease.  Its 
persistence  through  long  periods  and  its  comparative 
incurability  may,  however,  tend  to  give  us  an  ex- 

aggerated impression  of  its  frequency.  Fortunately, 
a large  majority  of  the  cases  are  not  actively  aggres- 
sive, and  many  become  stationary.  It  is  impossible  to 
estimate  the  frequency  with  any  degree  of  accuracy. 

A medical  friend  related  to  me  the  following  item 
of  experience  on  this  subject.  When  house-surgeon 

at  the  Lock  Hospital,  about  twenty-five  years  pre- 
viously, he  treated  three  of  his  friends,  all  of  them 
medical  students,  for  syphilis.  All  took  iodide  of 

mercury,  and  got  well.  All  three  enjoyed  a long 
period  of  good  health,  but  at  the  date  of  our  con- 
versation all  three  were  the  subjects  of  tabes.  In  two, 
the  first  symptoms  showed  themselves  about  twenty 
years  after  the  syphilis;  but  in  the  third,  not  till 
nearly  twenty-four.  None  of  these  three  gentlemen 
had  married;  all  were  believed  to  have  lived  fairly 
healthy  lives,  not  having  exposed  themselves  in  any 
special  manner  to  the  exciting  causes  of  the  disease. 

The  late  Dr.  Mortimer  Granville  once  mentioned 
to  me  a case  in  which  a medical  man  was  the  subject 
of  tabes  many  years  after  syphilis.  The  woman  from 
whom  he  caught  the  chancre  was  also  in  the  same  stage 
of  the  same  disease. 

Case  of  syphilis  in  which  ataxy  was 
threatened.  Note  on  the  paralysis  of'  single 
muscles  of  the  eye  as  indicative  of  syphilis.— 

The  following  case  may  instructively  illustrate  the 
early  stages  of  tabes  in  the  tertiary  stage  of  syphilis. 

Mr.  , aged  forty-nine,  had  an  ulcer  in  his 

palate.  I saw  him  on  Christmas  Day,  1883.  The 
bone  was  exposed,  and  a portion  subsequently  came 
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away.  There  could  be  no  doubt  that  the  ulcer  was 
syphilitic,  and  under  iodoform  and  iodides,  after  re- 
moval of  the  dead  bone,  sound  healing  took  place. 
It  was  eighteen  years  since  the  attack  of  syphilis, 

and  during  this  long  interval  Mr.  had  enjoyed 

excellent  health. 

Nearly  two  years  later,  Mr.  noticed  that  his 

left  eyelid  drooped,  and  he  came  to  London  to  see 
me  about  it.  It  gave  him  no  inconvenience,  and  none 
of  his  eyeball-muscles  were  defective.  His  pupils 
acted  fairly  well,  but  the  patellar  reflex  was  absolutely 
lost.  He  could  not  walk  well  with  his  eyes  shut.  He 
had  no  characteristic  pains.  I again  ordered  mercury 
and  iodides,  and  four  months  later  the  ptosis  had 
almost  disappeared,  and  he  could  walk  much  better. 
The  knee-jerk  was  still  absent. 

It  will  be  seen  that  the  ataxic  symptoms  were 
irregular  and  incomplete.  The  fact  that  a gumma  of 
the  palate  had  occurred  two  years  previously  makes 
it  certain  that  his  tissues  were  still  liable  to  suffer 
from  late  syphilitic  changes.  I cannot  give  the  sequel, 
but  the  case  is  one  of  many. 

Long  before  we  were  well  familiar  with  ataxia, 
it  was  usual  to  suspect  syphilis  whenever  the  upper 
eyelid  drooped,  or  any  of  the  eye-muscles  were 
paralysed.  Usually  in  such  cases  specific  treatment 
was  successful.  We  now  know  that  ptosis  occurring 
under  such  circumstances  is  commonly  a part  of  tabes, 
or  a precursor  of  it,  and  the  old  creed  as  to  its  cause 
may  fairly  be  quoted  as  an  argument  in  favour  of 
the  belief  that  the  latter  is  itself  of  syphilitic  origin 
It  is  not  a little  remarkable  that  these  attacks  of 
ptosis,  whether  with  paralysis  of  recti  muscles  or  not, 
are  usually  curable.  In  a great  majority  of  cases 
the  patient  gets  well,  and  I think  the  symptoms 
seldom  return.  When  many  of  the  recti  muscles  are 
involved  at  once,  and  especially  if  the  affection  is 
bilateral,  then  the  prognosis  is  more  grave.  The 
curability  of  ptosis,  when  it  precedes  ataxy,  is  in 
remarkable  contrast  with  what  we  know  of  loss  of 
sight  from  implication  of  the  optic  nerve  in  the  same 
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disease.  This  almost  always  progresses,  in  spite  of 
treatment,  and  results  in  permanent  blindness. 

We  may  note  it  as  a curious  clinical  fact  that, 
whilst  ophthalmoplegia  externa  is  almost  invariably 
syphilitic,  no  one,  so  far  as  I know,  has  as  yet  con- 
nected either  glosso-labio-pharyngeal  paralysis,  or  any 
other  of  the  various  forms  of  progressive  muscular 
atrophy,  with  that  cause. 

On  the  connection  between  locomotor  ataxy, 
general  paralysis  ol  tlie  insane,  and  other 
chronic  and  aggressive  disorders  ol  the  nervous 
system,  and  syphilis. — If  we  inquire  as  to  the  bond 
of  connection  which  exists  between  syphilis  and  these 
affections  of  the  nervous  system  we  shall  probably 
have  to  reply  that  it  predisposes  to  them  rather  than 
actually  causes  them.  In  some  cases  it  may  perhaps 
be  the  active  and  sole  cause.  In  the  majority,  however, 
other  exciting  causes  have  intervened  and  taken  a large 
share  in  the  realisation  of  the  malady.  In  such  we 
must  not  expect  much  result  from  the  antidotes  for 
syphilis.  The  way  in  which  syphilis  predisposes  is, 
perhaps,  by  causing  damage  to  the  tissues  during 
the  early  or  secondary  stages  of  the  disease.  Although 
recovery  from  these  may  appear  to  be  quite  perfect, 
yet  we  may  readily  grant  that  it  possibly  never  is  so 
absolutely.  The  tissues  which  have  been  so  affected 
remain  ever  afterwards  more  prone  to  take  on  low 
forms  of  chronic  inflammatory  disease,  or  even  of 
primary  degenerative  changes,  than  they  otherwise 
would  have  been.  Thus,  when  the  disease  occurs,  it 
may  differ,  in  no  appreciable  manner,  from  other 
cases  in  which  there  were  no  syphilitic  antecedents. 
There  may  also  be  the  usual  history  as  to  ordinary 
exciting  causes.  In  general  paralysis  of  the  insane, 
mental  overwork,  anxiety  and  trouble  are  the  usual 
means  of  evoking  the  disease ; whilst  in  locomotor 
ataxy,  sexual  excess,  over-fatigue  of  the  limbs  in 
walking,  etc.,  and  exposure  to  cold  and  damp  stand 
in  a similar  category. 

I was  once  made  acquainted  with  the  facts  of 
a case  of  general  paralysis  which  seemed  to  well 
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illustrate  the  remarks  just  made.  A married  man, 
the  father  of  healthy  children,  and  who  had  for  years 
enjoyed  excellent  health,  engaged  in  speculation  and 
became  depressed  in  spirits  on  account  of  money  losses. 
He  was  sent  from  home,  got  better,  and  then  had 
a period  of  elation,  and  again  involved  himself  in 
speculations.  During  the  next  year  or  two  he  was 
fairly  well,  but  liable  to  sudden  seizures,  which  chiefly 
affected  his  tongue,  and  deprived  him  for  a few  minutes 
of  the  power  of  speech.  Next  came  a three  weeks’ 
attack  of  mild  mania,  which  ceased  when  his  gums 
were  touched  by  mercury.  After  this  he  remained  in 
a state  of  mental  feebleness,  and  suffered  for  long  from 
a most  distressingly  excessive  flow  of  saliva.  Another 
attack  of  mania  consigned  him  to  an  asylum,  and 
there  he  died,  with  all  the  usual  symptoms,  about  five 
years  after  his  first  indications  of  mental  disturbance. 
The  pia  mater  was  found  adherent  over  large  areas 
of  both  hemispheres.  There  was  in  this  case  the  history 
of  complete  syphilis  about  a year  before  his  marriage, 
and  six  or  seven  years  before  he  began  to  be  ill. 
There  were,  however,  never  any  definite  indications 
of  taint  during  his  long  illness,  and  the  course  of  his 
malady  was,  I believe,  much  according  to  the  usual 
type.  It  was  diagnosed  without  hesitation  as  general 
paralysis  of  the  insane  by  all  the  specialists  who  saw 
him.  The  immediate  benefit  obtained  on  one  occasion 
from  mercury  was  most  definite.  Nothing  would  have 
been  suspected  as  to  the  syphilis  had  he  not,  when 
delirious,  frequently  accused  himself,  and  named  the 
surgeon  who  treated  him.  The  cure,  which  was  by 
mercury,  appeared  to  have  been,  in  the  ordinary  sense 
of  the  word,  complete,  for  he  had  never  had  a single 
reminder,  and  his  children  had  never  shown  a sus- 
picious symptom. 

I have  adduced  the  case  because  it  is,  I believe,  a 
good  example  of  what  is  very  common.  There  are 
scores  of  patients  in  our  lunatic  asylums  in  whom 
there  is  a closely  parallel  history. 

Just  the  same  kind  of  argument  is  to  be  held, 
I think,  in  reference  to  the  numerous  cases  of 
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locomotor  ataxy  which  we  meet  with  in  men  who 
have  had  syphilis.  My  own  experience  is,  of  course, 
open  to  fallacy;  but,  according  to  it,  we  scarcely  ever 
see  ataxy  in  those  who  have  not.  Yet  in  a large 
majority  of  these  cases  other  well-known  causes,  such 
as  sexual  excesses,  over-fatigue,  exposure  of  the  lower 
extremities  to  cold,  have  also  been  possibly  influen- 
tial. Nor  does  a syphilitic  treatment,  although  often 
beneficial,  really  cure  the  disease.  As  a rule,  too, 
there  are  present  no  other  indications  of  lingering- 
taint.  The  patients  are  ataxic,  and  the  malady  pro- 
gresses usually  just  according  to  the  type-form  of 
that  disease  when  occurring  independently  of  syphilis. 
Almost  invariably  the  patient  has  passed  many  years 
since  his  disease,  and  has  often  been  during  the  in- 
terval in  excellent  health.  We  know  well  that  syphilis 
may,  after  long  periods  of  quiet  or  latency,  cause 
meningeal  or  visceral  inflammations,  gummata,  etc.  ; 
but  they  occur  almost  always  in  an  irregular  and 
unsymmetrical  manner,  develop  more  or  less  rapidly, 
and  may  be  cured  by  specific  treatment.  It  is  some- 
what contrary  to  rule,  and  to  expectation,  that  it 
should  in  this  late  stage  produce  an  orderly  and 
slowly  aggressive  systemic  and  symmetrical  malady 
such  as  tabes.  Yet  we  may  remember  that  it  would 
appear  to  be  almost  the  sole  cause  of  ophthalmoplegia 
externa,  a similar  malady,  and  frequently  a con- 
comitant. The  explanation  of  the  difficulty  is  pro- 
bably this,  that  the  disease  is  really  excited  by  other 
causes,  but  that  it  develops  with  greater  ease,  and, 
when  once  set  going,  proceeds  to  far  greater  lengths, 
in  those  whose  tissues  have  been  damaged  by  syphilis 
than  in  others.  Nor  must  we  forget  the  probably  very 
important  influence  of  bygone  disease  of  the  smaller 
arteries. 

Dr.  Buzzard  has  a well-reasoned  chapter  on  the 
relation  of  syphilis  to  ataxy.  He  holds  that  specific 
treatment  is  valueless,  or  even  hurtful.  In  this  con- 
clusion, however,  he  is  not  supported  by  Fournier 
or  Charcot.  My  own  experience  would  have  led  me 
to  believe  that  mercury  often  does  great  good,  but  I 
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avoid  the  iodide  of  potassium  as  lowering  tone.  It  is 
admitted  that  ataxy  is  very  infrequent  in  women. 

It  is  not  suggested  that  in  either  tabes  or  general 
paralysis  there  is  anything  of  the  nature  of  gumma. 
In  the  latter,  however,  extensive  adhesions  between  the 
pia  mater  and  the  subjacent  convolutions  are  an  almost 
invariable  condition. 

Ophthalmoplegia  interna  in  the  eighth  year 
of  syphilis,  followed  hy  other  symptoms;  arrest 
of  symptoms  after  nearly  three  years’  treatment; 
good  health  ten  years  later. — The  following  narra- 
tive appeared  in  my  first  edition,  and  I am  not  now 
able  to  add  to  it.  It  extends  over  fifteen  years,  and 
may  afford  encouragement  to  perseverance  under  similar 
circumstances.  The  patient  took  specifics  for  three 
years,  and  at  first,  in  some  respects,  his  malady  con- 
tinued to  advance.  It  then  became  arrested,  and  sub- 
sequently no  treatment  has  been  needed,  and  although 
permanent  results  are  still  present,  there  has  been  no 

recent  aggression.  The  case  is  that  of  Mr.  , 

published  at  p.  6 of  my  paper  on  “ Ophthalmoplegia 
Interna”  in  the M edico-G hirurgical  Transactions.  This 
gentleman,  at  the  age  of  thirty-six,  and  eight  years 
after  his  syphilis,  came  under  my  care  with  defective 
accommodation  and  motionless  pupils.  He  had  also 
stabbing  pains  in  his  limbs.  Under  mercury  and 
iodides  he  regained  his  accommodation  to  a consider- 
able extent.  Subsequently,  howrever,  the  pains  in  his 
limbs  much  increased,  and  he  lost  knee-jerk.  I urged 
the  continuance  of  treatment,  and  he  got  so  well  that 
at  the  age  of  forty-two  (against  my  advice)  he 
married.  I saw  him  again,  seven  years  after  his 
marriage.  He  then  walked  as  he  had  done  for  ten 
years  previously,  with  the  ataxic  gait  very  marked, 
but  he  could  walk  seven  or  eight  miles  without 
resting,  and  was  accustomed  often  to  mount  young 
horses  in  the  course  of  his  business.  His  pupils  wrere 
motionless  on  exposure,  and  almost  so  in  accommoda- 
tion. There  wras  not  the  slightest  trace  of  patellar 
reflex.  The  stabbing  pains  in  his  limbs,  from  which  he 
had  used  to  suffer  so  severely  that  morphia  injections 
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were  needed,  had  not  troubled  him  for  live  years 
or  more.  Ho  averred  that  he  still  possessed  moderate 
sexual  vigour. 

It  is  to  be  observed  that  in  this  instance  the  arrest 
of  the  disease  had  been  brought  about  under  conditions 
which  might  be  considered  unfavourable.  The  patient 
had  married  a young  wife,  and  had  continued  in  the 
active  practice  of  a laborious  occupation. 

I have  seen  a good  many  similar  cases  in  which 
ataxy  has  seemed  to  be  arrested  by  treatment,  but 
not  many  in  which  I could  verify  the  result  after  so 
long  a period. 

Relationship  between  tabes  and  general 
paralysis. — The  conclusions  arrived  at  by  different 
observers  as  to  the  relationship  between  the  two  may 
be  expected  to  receive  a strong  bias  from  the  sphere 
of  observation.  The  cases  which  find  their  way  into 
lunatic  asylums  by  no  means  offer  a complete  picture 
of  the  maladies  which  they  represent.  They  are  mostly 
advanced  in  stage  and  severe  in  character,  and  are 
precisely  those  in  which  the  two  are  most  likely  to 
complicate  each  other.  The  observer  engaged  in  general 
consultation  practice,  on  the  other  hand,  sees  a great 
number  of  early  and  comparatively  mild  cases,  and 
is  naturally  led  to  regard  the  maladies  not  only  as 
very  distinct,  but  as  much  more  amenable  to  treatment 
and  less  uniformly  aggressive  than  does  his  confrere 
at  the  asylum.  These  remarks  are  made  in  reference 
to  a recent  suggestion  that  the  twro  should  be  regarded 
as  being  the  same  disease,  or,  at  any  rate,  as  differing 
only  in  the  part  of  the  nervous  system  affected.  That 
both  are  to  be  regarded  as  almost  exclusively  the 
remote  results  of  syphilis  is  true,  and  that  the  one 
chiefly  affects  the  spinal  cord  and  the  other  the  brain 
itself  is  also  true;  but  their  differences  are  still  so 
marked  that  it  would  be  attended  by  clinical  con- 
fusion rather  than  otherwise  to  attempt  to  merge  them 
in  too  close  association.*  There  may  be  forms  of 


* Dr.  Mott  stated  in  the  Polyclinic  Journal , 1902:  ‘‘The  two 
diseases— tabes  and  general  paralysis — are,  in  my  opinion,  the  same 
morbid  process  attacking  different  parts  of  the  nervous  system,  and  I 
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subacute  tabes  which  have  pathological  changes  very 
similar  to  those  of  general  paralysis,  but  the  large 
majority  of  tabes  cases  are  probably  far  more  purely 
degenerative  or  atrophic  than  arc  those  of  paralysis 
of  the  insane.  The  latter  has  stages  which  are  inflam- 
matory, or  at  any  rate  congestive — conditions  which  are 
almost  wholly  wanting  in  tabes.  That  it  is  important  to 
keep  the  two  maladies  for  the  most  part  distinct  will 
probably  find  its  illustration  not  only  in  what  concerns 
prognosis,  bub  in  the  yet  more  important  question 
as  to  measures  of  treatment.  There  are  stages  of 
general  paralysis  in  which  active  mercurial  treatment 
is  urgently  required,  and  none  perhaps  in  which  it 
ought  not  to  be  continued ; whilst  in  tabes,  although 
that  drug  is  often  useful,  it  must  be  employed  with 
caution. 

On  the  supposition  that  the  changes  in  tabes  are 
from  the  first  degenerative  and  due  to  defective 
blood  supply,  there  is  but  little  for  specifics  to  do, 
and  the  influence  of  such  drugs  as  the  iodide  of 
potassium  may  be  depressing  and  prejudicial.  On 
the  other  hand,  cases  in  which  general  paralysis  is 
threatened  are  often,  I feel  sure,  greatly  benefited 
both  by  mercury  and  the  iodide.  Those  drugs  are, 
I think,  definitely  called  for  when  the  symptoms  are 
of  recent  development,  attended  with  excitement,  and 
have  come  on  within  a few  years  of  the  primary 
disease.  The  longer  the  interval  the  greater  the  pro- 
bability that  degeneration,  unattended  by  congestion,  is 
present.  I can  accept  Dr.  Mott’s  estimate  of  fifteen 
years  as  the  average  interval  antecedent  to  tabes,  but 
my  experience  as  to  general  paralysis  of  the  insane  is 
that  it  usually  sets  in  much  earlier.* 

base  this  statement  upon  clinical  and  pathological  observations  of  eighty 
cases  of  tabes  and  sixty  cases  of  the  tabetic  form  of  general  paralysis. 
Etiologically  the  most  important  by  far,  if  not  the  essential  factor,  is  the 
syphilitic  poison.  Both  diseases  affect  males  more  than  females ; both 
diseases  occur  on  an  average  fifteen  years  after  infection,  though  the 
limits  vary  between  four  and  twenty-five  years ; both  diseases  are 
unknown  where  syphilis  is  unknown  ; both  diseases  occur  especially  in 
the  fourth  and  fifth  decades.” 

* Dr.  Ferrier,  in  his  recent  able  lectures  on  tabes,  inclines  to  the 
opinion  that  “tabetic  degeneration  is  due  to  the  action  of  a toxin  of 
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Amaurosis  from  primary  atrophy;  its  usual 
association  with  a history  of  bygone  syphilis 
and  with  early  symptoms  of  ataxy;  its  incur- 
ability.— When  white  atrophy  of  the  optic  nerves  occurs 
in  the  early  stage  of  ataxy  after  syphilis,  I fear  there 
is  seldom  much  good  done  by  the  use  of  specifics.  1 
have  known  a few  cases  in  which  the  progress  of  the 
disease  appeared  to  be  arrested,  but  more  in  which 
it  steadily  advanced.  Yet  it  appears  to  be  a duty 
always  to  give  the  patient  the  advantage  of  a full 
mercurial  treatment.  Probably  in  some  of  those  in 
which  we  do  not  succeed  in  averting  final  blindness 
the  progress  of  the  disease  is  yet  delayed.  The  question 
of  the  direct  relationship  of  this  form  of  amaurosis 
with  syphilis  is  difficult  to  solve.  Unquestionably  a 
majority  of  patients  who  suffer  from  it  have,  at 
some  former  time,  passed  .through  syphilis.  It  is 
never,  however,  an  early  symptom,  and  usually  a 
period  of  some  years  has  been  passed  during  which 
there  was  absolute  immunity.  Not  infrequently  a 
number  of  healthy  children  have  been  born ; then, 
without  any  other  manifestation  of  relapse  of  syphilis, 
the  patient  begins  to  lose  the  sight  of  one  eye,  and 
within  a few  months  or  a year  the  other  follows.  The 
discs  become  pale,  and  the  condition  advances  till 
complete  blindness  results.  In  some  cases  no  other 

syphilitic  origin.”  He  adds  : “The  tabetic  degeneration  is,  as  we  have 
seen,  a parenchymatous  dystrophy  and  has  none  of  the  features  usually 
considered  characteristic  of  tertiary  syphilitic  lesions.”  If  tabes  occurred 
frequently  with  other  lesions  (of  the  skin,  bones,  etc.)  the  hypothesis  of 
a present  toxin  would  seem,  to  my  mind,  more  probable.  It  is,  however, 
in  almost  all  cases  isolated  or  attended  only  by  other  forms  of  degenerative 
nerve  affection.  I am  inclined  to  dispense  with  the  toxin  and  to  believe 
that  the  changes  are  consequent  on  local  damage  to  the  smaller  blood- 
vessels, received  in  the  secondary  stage.  F rom  such  damage  the  results  are 
realised  in  connection  with  definite  exciting  causes.  Of  these  causes, 
sexual  intercourse  is,  in  my  experience,  by  far  the  principal.  Ferrier 
is  inclined  to  think  that  this  factor  has  been  overestimated.  He  quotes, 
however,  from  Raymond : “ An  interesting  narrative  of  two  brothers 
similarly  constituted  by  inheritance,  who  both  became  infected  by  syphilis 
about  the  same  age.  The  one,  who  lived  a fast  life  and  indulged  in  sexual 
excess,  became  a tabetic  ; the  other,  who  exhausted  his  brain  in  the 
struggle  for  existence,  became  a general  paralytic.  ” Ferriei-,s  comment 
is : “ Facts  like  these  are  of  eloquent  significance.”  They  would  be  yet 
more  eloquent  if  it  were  made  probable  that  the  second  brother  had  not 
also  erred  in  the  sexual  direction. 
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symptoms  of  tabes  are  present  and  none  of  the  ocular 
muscles  are  affected.  The  patient  may  appear  to  be 
in  perfect  health,  and  may  even  remain  so  for  several 
years  after  he  has  become  blind.  In  the  tendency 
to  progress  in  spite  of  treatment,  this  disease  differs 
much  from  the  other  forms  of  nerve  paralysis  which 
occur  in  connection  with  syphilis.  If  the  fifth  nerve, 
for  instance,  is  attacked,  although  both  its  motor  and 
sensory  functions  are  lost,  yet  we  predict  with  con- 
fidence a considerable  degree  of  restoration  under 
specific  measures.  It  is  not  so,  however,  with  the 
optic  nerve. 

I will  quote  a single  case  as  an  example  of  many. 

Scnor  , a Spanish  gentleman,  aged  thirty-nine, 

came  under  my  observation  in  October,  1885.  With  his 
right  eye  he  could  not  see  but  with  his  left  he  made 
out  His  right  eye  had  begun  to  fail  two  years  ago, 
and  his  left  about  a year.  He  had  passed  through 
syphilis  in  1869,  that  is,  sixteen  years  previously. 
Since  then  he  had  married,  and  his  wife  had  borne 
him  three  children,  all  of  whom  remained  in  excellent 
health.  He  had  had  no  symptoms  of  syphilis  since 
the  first  disease.  I found  that  his  knee-jumii  was 
entirely  lost,  and  that  he  had  suffered  occasionally 
from  lightning  pains  in  the  leg  and  the  right  arm. 
But  he  could  walk  well  with  his  eyes  shut,  and  there 
had  been  no  interference  with  his  sleep.  His  pupils 
were  very  small,  and  the  Argyll-Robertson  phenomena 
were  present.  Thus  there  could  be  no  doubt  that 
ataxy  was  setting  in.  There  had,  however,  been  no 
paralysis  of  any  ocular  muscles,  and  he  had  never 
experienced  gastric  crises.  Six  months  later  I saw 

Sefior  in  consultation  with  Prof.  Galezowski, 

of  Paris.  He  had  in  the  interval  had  the  advantage 
of  treatment  in  Paris  under  that  gentleman  and  Dr. 
Alfred  Fournier.  All  who  had  seen  him  had  agreed 
that  it  was  desirable  to  try  the  influence  of  mercury 
and  the  iodide.  No  benefit  had,  however,  resulted. 
During  the  six  months  his  right  eye  had  failed  until 
he  could  not  see  anything,  and  the  left  had  passed 
from  to  2^%.  His  other  symptoms  were  still  just 
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as  before.  I subsequently  lost  sight  of  my  ( patient, 
but  it  is  to  be  feared  that  his  condition  advanced  to 
absolute  blindness. 

It  is,  after  all,  perhaps  possible  that  the  cases  of 
obscure  neuritis  leading  to  blindness  from  what  is 
known  as  white  atrophy  of  the  optic  nerves  has  but 
very  seldom  any  real  connection  w'ith  syphilis.  Ex- 
amples of  it  are  not  numerous,  and  their  parallels 
may  be  found  in  cases  in  which  the  clinical  evidence 
appears  to  exclude  specific  taint. 

Whilst  fully  admitting  that  it  is  probable  that 
both  tabes  and  general  paralysis  of  the  insane  are 
almost  invariably  the  outcome  of  syphilis,  I am  yet 
inclined  to  suspect  that  professional  opinion  exag- 
gerates rather  than  otherwise  the  influence  of  that 
disease  as  a cause  of  nerve  maladies. 

An  annual  report  of  tlie  National  Hospital  for  tlie  Paralysed 
and  Epileptic,  Queen  Square,  gives  under  tlie  liead  of  syphilitic 
diseases  a total  of  32  oases,  of  which  26  were  in  men  and  6 in 
women.  Locomotor  ataxia  ,(=  tabes)  has  75  oases,  of  which  60 
were  in  men  and  15  in  women.  General  paralysis,  9,  of  which 
8 were  in  men  and  only  one  in  a woman.  Several  other  head- 
ings, notably  that  of  hemiplegia,  may  have  included  syphilitic 
cases.  These  are  necessarily  omitted  as  not  identified,  but  they 
probably  do  not  make  any  large  addition.  Leaving  them  aside, 
it  may  be  said  that  out  of  a total  of  925  cases  only  116  were 
traced  to  syphilis.  This  total  for  a large  national  hospital, 
receiving  the  class  of  disease  more  likely  than  any  other  to  be 
recruited  from  syphilitics,  is  not  large,  and  the  proportion  to 
other  affections  of  the  nervous  system  is  probably  less  than 
might  have  been  anticipated. 
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JAUNDICE  AND  DISEASE  OF  THE  LIVER  IN  THE 
COURSE  OF  SYPHILIS 

In  all  stages  of  constitutional  syphilis,  and  in  both 
the  acquired  and  inherited  forms,  the  viscera  are  liable 
to  suffer.  Conspicuous  examples  of  visceral  syphilis 
are,  however,  proportionately  more  common  in  the 
inherited  than  the  acquired  form.  By  this  it  is  meant 
that  the  swelling  of  the  affected  organs  is  often 
greater,  and  that  if  gumma-tumours  form  they  arc 
often  larger. 

The  liver  is,  of  all  the  viscera,  the  one  most  prone 
to  be  affected.  Concerning  all  visceral  affections  it  is 
true  that  they  are  often  very  insidious,  and  that  in 
their  earlier  stages  the  changes  are  so  ill  marked  that 
they  may  even  be  overlooked  at  an  autopsy.  Gummata 
are,  as  a rule,  remarkably  amenable  to  specific  treat- 
ment, but  when  cured  often  leave  behind  them  char- 
acteristic traces  in  the  form  of  fibrous  thickening  and 
puckered  cicatrices. 

Jaundice  is  sometimes  observed  during  the  early 
phenomena  of  syphilis.  Its  pathology  is  not  well 
ascertained,  but  it  is  probably  of  the  same  nature  as 
the  attacks  of  temporary  jaundice  usually  termed 
catarrhal.  It  disappears  under  specific  treatment,  or 
possibly  without  it.  It  is  sometimes  attended  by  tender- 
ness on  pressure,  and  certain  facts  seem  to  imply  that 
it  may  be  followed  by  yellow  atrophy.  A fact  which 
makes  it  improbable  that  it  is  caused  by  the  pressure 
of  gummata  on  the  excretory  ducts  is  that  it  is  very 
rarely  observed  in  the  later  stages  of  syphilis,  when 
these  growths  are  much  more  common.  In  congenital 
syphilis,  in  which  the  liver  is  often  affected,  jaundice 
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is  almost  unknown.  It  is,  indeed,  infrequent  in  all 
stages  and  all  forms  of  syphilis,  but  its  occasional 
occurrence  has  been  fully  established. 

Portal  is  said  to  have  first  described  jaundice  in 
connection  with  syphilis;  and  Reeport  published  two 
cases.  In  1853  Gubler  wrote  on  the  same  subject.  He 
believed  that  the  liver  became  the  seat  of  general 
congestion.  Lancereaux,  who  referred  to  twenty-one 
such  cases,  and  published  three,  adopted  the  theory 
of  general  congestion  as  the  usual  explanation.  The 
liver  has  in  many  cases  been  noticed  to  be  obviously 
enlarged.  Dr.  Hilton  Fagge  especially  drew  attention 
to  the  fact  that  the  jaundice  in  these  cases  is  not 
due  to  the  administration  of  mercury,  stating  that 
in  several  cases  in  which  it  occurred  no  mercury  had 
been  given. 

Sir  Samuel  Wilks,  in  the  Pathological  Transactions 
(vol.  xvi.),  described  the  first  example  of  syphilitic 
disease  of  the  liver  in  an  infant,  which  he  had  met 
with.  It  was  also  the  first  which  had  come  before  the 
Pathological  Society.  He  wrote  : “ Having  dissected 
the  bodies  of  several  infants  who  have  died  of  con- 
genital syphilis,  I have  found  fatty  livers  and  an 
inflammation  of  the  capsule,  but  in  only  two  have  I 
discovered  adventitious  products  of  a fibrous  char- 
acter. The  present  example,  however,  corresponds  in 
every  particular  with  the  disease  described  by  Gubler. 
It  must  be  distinguished  (at  least  as  far  as  the  naked- 
eye  appearance  reaches)  from  the  syphilitic  disease  of 
adults,  of  which  many  specimens  have  been  before 
the  Society.  In  these  the  organ  is  cicatrised  on  the 
surface,  and  contains  distinct  nodules  of  fibrous 
tissue;  whilst  in  the  disease  of  children,  as  in  the 
present  specimen,  the  whole  organ  is  infiltrated  by  a 
new  material,  and  it  consequently  becomes,  as  described 
by  Gubler,  hypertrophied,  globular,  and  hard,  resis- 
tant to  pressure,  and  even  when  torn  by  the  fingers 
its  surface  receives  no  indentation  from  them;  it  is 
also  elastic,  and  when  cut  creaks  slightly  under  the 
scalpel.  This  was  the  form  of  disease  in  the  present 
specimen.  It  came  from  a syphilitic  child,  a month 
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old,  in  whom  the  liver  could  be  felt  enlarged  during 
life,  and  when  removed  weighed  a pound  and  a 
half.  On  microscopic  examination  the  whole  organ 
was  found  to  be  infiltrated  with  fibrous  tissue, 
but  without  any  material  destruction  of  its  proper 
structure.” 

In  a previous  volume,  Wilks,  to  whom  we  owe  so 
much  in  respect  to  our  early  knowledge  of  visceral 
syphilis,  had  described  one  of  the  first  cases,  noticed 
in  this  country,  of  disease  of  the  liver  in  connection 
with  acquired  syphilis.  In  this  instance  a man  of 
thirty-nine,  who  had  long  suffered  from  the  disease, 
died  with  very  extensive  affection  of  the  cranial  bones. 
His  liver  was  puckered  with  cicatrices,  and  contained 
about  fifty  scattered  nodules,  the  size  of  peas,  which 
were  round,  hard,  and  white.  The  disease  was  a form 
of  cirrhosis,  in  which  the  new  fibrous  tissue,  instead  of 
being  diffused  through  the  liver  in  the  course  of  its 
vessels,  was  deposited  in  distinct  nodules.  Both  testes 
were  found  much  wasted,  their  glandular  structure 
being  replaced  by  dense  fibrous  tissue,  which,  in  some 
places,  was  collected  into  nodules  resembling  those  in 
the  liver.  It  was  a case  of  old  disease,  but  the  dates 
are  not  given.* 

It  is  important  to  remember,  respecting  some  of  the 
differences  above  pointed  out,  that  they  may  pertain 
merely  to  different  stages  of  the  same  process. 

Visceral  disease  in  connection  with  syphilis 
in  an  infant. — A very  important  case  in  illustra- 
tion of  visceral  disease  in  connection  with  inherited 
syphilis  was  placed  on  record  by  Dr.  Coupland  in  the 
Transactions  of  the  Pathological  Society  (vol.  xxvii., 
p.  303,  PI.  13).  The  infant  had  died  almost  suddenly, 
not  having  appeared  otherwise  than  quite  healthy  until 
a few  hours  before  its  death.  Yet  the  liver,  kidneys, 
and  heart  were  all  found  to  be  infiltrated.  The  state 
of  the  heart  was  of  especial  interest,  and  was,  no 
doubt,  the  cause  of  the  fatal  event.  The  syphilis  was 
probably  in  the  secondary  stage,  but  with  partial 
latency  as  regards  external  phenomena. 

* Path.  Trans.,  vol.  viii.  p.  241. 
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Dr.  Coupland’s  narrative  is  illustrated  by  several 
woodcuts.  The  following  is  an  abstract  of  the  case  : — 

The  subject  was  a female  child,  which  died  at  the  age  of 
three  months.  At  birth  it  had  appeared  to  be  quite  healthy, 
aud  it  maintained  all  appearances  of  health  until  within  three 
hours  of  its  death.  Shortly  before  death  it  began  to  suffer 
from  shortness  of  breath,  and  its  mother  carried  it  to  the 
Middlesex  Hospital,  where  it  was  admitted  in  a moribund 
condition.  The  body  was  plump  and  well  nourished.  There 
were  traces  of  a scanty  eczematous  eruption  on  the  nates 
and  backs  of  thighs,  but  no  indications  of  syphilis.  The  body 
weighed  more  than  seven  pounds  and  a half.  The  liver  was 
of  large  size,  its  right  lobe  reaching  to  the  iliac  crest.  On 
its  convex  surface  was  a yellowish-coloured  prominence. 
Several  nodules  of  orange-yellow  colour  were  present.  On 
section  the  new  material  was  of  potato-like  consistency  and 
semi-translucent.  It  was  nowhere  opaque,  and  showed  no 
evidences  of  retrogressive  change.  The  liver  capsule  was 
nowhere  thickened.  The  other  parts  of  the  liver  were  of  a 
dark  mahogany-red  tint  and  full  of  blood.  The  organ  weighed 
eleven  ounces.  No  definite  gummata  were  recognised  in  other 
organs,  with  the  exception  of  one  small  nodule  in  one  lung. 
On  microscopic  examination  the  tumours  of  the  liver  presented 
the  characters  of  young  growing  gummata.  There  was  a fine 
network  of  fibrils  enclosing  small  round  cells. 

Tire  substance  of  the  heart  was  unduly  firm,  and  the  wall 
of  both  right  and  left  ventricle  showed  in  all  parts  extensive 
infiltration  of  small  round  cells  embedded  in  a structureless 
matrix.  This  infiltration  was  most  abundant  around  the 
smaller  arteries,  but  it  was  by  no  means  limited  to  their 
vicinity;  for  even  individual  muscular  fibres  were  here  and 
there  separated  by  rows  of  round  cells.  Essentially  the  same 
changes  occurred  in  the  kidneys,  which  to  the  naked  eye  pre- 
sented a normal  appearance.  The  child’s  death  had  no  doubt 
been  caused  by  the  condition  of  the  heart — an  infiltrating  myo- 
carditis. It  remains  to  state  the  history  of  the  parents.  The 
mother  was  twenty-six  years  of  age,  and  had  been  married  five 
years.  Her  first-born  child  had  survived,  and  was  still  quite 
healthy.  Subsequently  two  had  been  born  dead  at  full  term, 
and  an  abortion  had  preceded  the  conception  of  the  child  which 
was  the  subject  of  the  case.  The  mother  presented  no  signs 
of  syphilitic  taint,  and  no  evidence  as  to  the  existence  of 
syphilis  in  either  parent  was  obtained.  On  the  supposition 
that  the  father  acquired  syphilis  subsequently  to  the  birth  of 
his  first-born,  it  may  be  conjectured  that  four  children  derived 
their  taint  from  him.  It  is  clearly  proved  that  a woman 
apparently  in  good  health  could  produce  an  infant  which,  with- 
out presenting  any  of  the  ordinary  secondary  symptoms,  suffered 
from  those  usually  of  a later  stage  with  exceptional  severity. 


xxxi] 


DISEASE  OF  LIVER 


323 


Disease  ol  liver,  with  jaundice,  in  the 
secondary  period  of  syphilis,  followed  by  death 
in  coma* — In  the  Pathological  Transactions  for  1867, 
Wilks  has  recorded  the  case  of  a young  woman  who 
died  in  coma  whilst  still  the  subject  of  a secondary 
syphilitic  eruption.  The  eruption  had  been  out  six 
months.  She  had  been  jaundiced.  The  liver  weighed 
46  ounces,  had  an  opaque  bright  yellow  colour,  and 
dense  consistence ; it  was  infiltrated  by  a nucleated 
fibroid  material,  closely  resembling  that  which  has  been 
described  by  Gubler  and  others  as  occurring  in  infantile 
syphilis. 

In  commenting  upon  this  case,  Wilks  gives  much 
interesting  information  in  reference  to  the  occurrence 
of  jaundice  in  connection  with  syphilis,  and  mentions 
the  case  of  a young  man,  under  Dr.  Rees’  care,  in 
whom  it  came  on  amongst  the  early  secondary  symp- 
toms. In  this  instance  it  was  followed  by  albuminuria 
and  a very  severe  skin  eruption.  Recovery  ultimately 
resulted,  after  five  months’  treatment. 

Lar^e  syphilitic  tumours  in  tlic  liver;  rapid 
disappearance  under  iodides;  no  recurrence. 
— The  following  is  an  extract  from  a lecture  delivered 
by  myself  at  the  Polyclinic  in  April,  1900.  It  de- 
scribes a very  noteworthy  case  which  was  then  under 
our  observation  : — 

It  is  only  a month  since  I brought  before  you  a 

young  man  who  had  been  sent  to  me  by  Dr.  S , 

and  who  had  two  large  tumours  in  his  liver.  He  attended 
again  two  weeks  later,  and  the  unanimous  opinion  was 
that  the  tumours  were  both  smaller  and  softer.  He  had 
during  the  fortnight  been  taking  iodide  of  potassium.  Now 
what  were  the  items  of  evidence  upon  which  we  had  on  the 
first  occasion  based  a diagnosis  of  gummata  in  connection 
with  inherited  taint?  You  will  remember  that  the  tumours 
projected  so  as  to  be  easily  visible,  and  that  they  felt  much 
like  two  small  oranges  placed  side  by  side,  one  in  the  left  lobe 
of  the  liver,  and  the  other  adjoining  it  to  the  right  of  the 
epigastrium.  No  one  doubted  that  the  tumours  were  in  the 
liver,  for  its  contour  could  be  felt,  and  the  only  question  was 
as  to  their  nature.  They  were  quite  painless,  and  you  were 
all  in  succession  allowed  to  examine  them  freely.  They  were 
teuso  and  smoothly  rounded,  with  the  exception  that  a smaller 
knot,  about  the  size  of  a marble,  could  be  made  out  on  the 
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surface  of  one  of  them.  I had  examined  the  patient  at  my 
own  house  before  I produced  him  for  demonstration,  but  I did 
not  announce  my  diagnosis,  preferring  to  allow  all  to  form  their 
own  impressions.  I believe  that  the  general  opinion  was  that 
they  were  hydatids,  and  this,  I may  confess,  was  my  own 
opinion  in  the  first  instance.  It  is  true  that  they  did  not 
definitely  fluctuate,  but  then  hydatid  tumours  are  often  so 
tense  that  it  is  difficult  to  feel  certain  upon  this  point,  and  it 
was  impossible  to  be  sure  in  this  instance  that  fluctuation  was 
absent.  Our  patient  was  a young  man  of  twenty-two,  in  good 
health,  who  had  not  complained  of  any  special  symptoms.  He 
had  discovered  the  lumps  himself  about  three  months  ago,  and 

had  consulted  Dr.  S about  them  a week  or  two  before 

he  was  sent  to  me. 

I have  told  you  that  my  first  diagnosis  was  hydatid  cysts, 
and  this  opinion  I entertained  without  reservation  until,  having 
noticed  that  the  man  spoke  as  if  he  had  a cleft  palate,  I 
asked  him  to  let  me  look  into  his  throat.  This  at  once  dis- 
closed the  fact  that  his  uvula  and  soft  palate  had  been 
destroyed  by  ulceration,  and  that  the  latter  was  represented 
by  a tight  scar,  which  crossed  about  half  an  inch  behind  the 
margin  of  the  hard  palate.  Further  examination  showed  that 
there  was  a large  perforation  of  the  nasal  septum,  and  that  in 
both  eyes  the  corneae  were  slightly  hazy,  and  the  irides  de- 
fective in  lustre  and  with  adhesions  at  tlieir  margins.  Here, 
then,  we  had  a group  of  symptoms  in  themselves  almost 
conclusive,  and  they  were  clenched  by  finding  an  osseous  node 
on  one  tibia,  which  had  a scar  on  its  surface,  and  fi'om  which 
I was  told  fragments  of  bone  had  been  exfoliated  some  years 
ago.  The  young  man,  who  was  inclined  to  make  light  of  his 
ailments,  and  would  scarcely  admit  that  he  had  ever  had  either 
inflamed  eyes  or  sore  throat,  attributed  this  node  to  a kick 
at  football.  When  pressed  he  did  admit  having  been  under 
treatment  both  for  his  eyes  and  his  throat  some  years  ago ; but 
we  may  take  note,  as  an  instance  of  the  difficulty  which  some- 
times attends  the  extraction  of  evidence,  that  he  would  very 
willingly  have  denied  both.  Some  patients  have,  as  we  all 
know,  a sort  of  pride  in  ignoring  and  denying  all  past  illnesses, 
and  he  appeared  to  be  one  of  this  class.  It  is  needless  to  say 
that  there  was  nothing  in  his  physiognomy  which  had  attracted 
my  attention,  and  it  may  now  be  added  that  on  looking  at 
his  first-born,  it  may  be  conjectured  that  four  children  derived 
with  a node  on  one  tibia,  iritic  adhesions,  corneal  haze,  a 
large  scar  in  the  soft  palate,  and  a perforation  of  the  septum 
— was  clear,  and  at  once  helped  us  to  the  opinion  that  the 
tumours  in  the  liver  were  really  gummata  in  connection  with 
inherited  taint. 

On  the  second  occasion  Dr.  S was  kind  enough,  at 

my  request,  to  send,  with  the  patient,  his  elder  sister.  She  was 
two  years  older  than  her  bi’otlier,  and  was  the  eldest  living  in 
the  family.  As  you  saw,  she  was  a tall,  well-grown  woman. 


Plate  21.— Gumma-Tumours  of  the  Liver 

l his  illustration  shows  the  liver  much  enlarged  by  the  presence  of 
large  tumour-like  guimnata.  Although,  fortunately,  no  oppor- 
tunity lias  occurred  for  verification  of  diagnosis  in  the  case 
narrated  at  page  323,  this  plate  may  be  taken  as  a good 
illustration  of  the  conditions  which  were  present.  In  that 
case  the  tumours  were  easily  recognised  by  the  eye  when 
the  patient  was  on  his  back.  They  were  as  Large  as  oranges. 
They  disappeared  rapidly  under  iodide  treatment,  and  never 
recurred.  There  was  no  trace  of  them  for  years  afterwards 
nor  had  the  patient  experienced  any  other  symptoms  The 
diagnosis  of  inherited  syphilis  was  sustained,  in  spite  of  the 
absence  of  anything  characteristic  in  the  teeth  or  physiog- 
nomy, by  the  history  of  keratitis,  and  a perforation  of  tire 
palate.  Such  tumours  may  occur  in  either  acquired  or  inherited 
sypluhs,  but  are  probably  commoner  in  the  latter. 
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wlio  showed  not  the  slightest  peculiarity  of  physiognomy.  Her 
face  was  very  florid,  and  covered  with  acne  spots,  a condition 
very  unusual  in  heredito-syphilitics.  Her  upper  incisor  teeth 
were  broken  by  caries,  so  that  they  showed  nothing  definite, 
and  the  others  were  not  peculiar.  The  revelation  of  her  taint 
was,  however,  in  her  eyes.  Her  sight  was  very  defective, 
especially  so  in  the  left  eye,  and  in  both  there  were  iritic 
adhesions  and  clouds  of  haze  in  the  corneae.  She  gave  the 
history  of  a severe  attack  of  keratitis  at  the  age  of  twelve. 
There  were  reported  to  be  in  the  family  four  other  children,  all, 
of  course,  younger  than  the  two  with  whom  we  are  concerned, 
and  none  of  whom  had  suffered  anything.* 

Now,  as  I think  you  will  all  admit  that  I have  established 
my  diagnosis  of  inherited  syphilis  in  these  two  patients,  many 
and  very  interesting  questions  suggest  themselves  for  our 
consideration.  In  the  first  place  let  me  say  that  it  is  very 
probable  that  neither  of  them  presented  any  symptoms  in 
infancy  which  were  suspected — very  likely  none  at  all.  Neither 
of  them  showed  in  their  teeth  any  proof  of  having  taken 
mercury,  neither  of  them  showed  the  physiognomy  or  the  dam- 
aged skin  which  so  frequently  reveals  the  taint.  In  both  the 
bridge  of  the  nose  was  good.  It  is,  perhaps,  not  very  uncommon 
for  syphilitic  infants  to  show  no  symptoms  of  taint,  just  as  many 
of  those  who  have  had  true  chancres  never  show  any  eruption 
or  sore  throat.  It  is  a mistake  to  suppose  that  in  syphilis 
the  full  role  of  phenomena  is  always  completed.  Yery  often 
it  is  not  so.  Let  us  bear  in  mind  how  very  easily  in  such  cases 
as  these  the  diagnosis  might  be  wholly  missed.  It  is  under 
such  circumstances  often  cruelly  inconsiderate  to  ask  direct 
questions  of  parents,  and  even  if  it  wei-e  not  so  the  result 
w'ould  seldom  help  us  much.  In  the  present  case  we  carefully 

avoided  it,  but  I have  Dr.  S ’s  assurance  that  neither 

of  the  parents  lias,  so  far  as  they  have  been  under  his  observa- 
tion, shown  any  evidence  of  taint.  We  have  been  informed 
also  that  four  other  brothers  and  sisters  are  all  free  from 
suspicion. 

I have  to  add  as  a postscript  to  this  lecture  that, 
seven  years  after  it  was  given,  the  young  man  who  was  its 
subject  attended  at  the  Polyclinic  at  my  request,  which 

had  been  kindly  made  effectual  by  Dr.  . He  came 

with  his  wife,  for  he  had  married  in  the  interval. 

* The  following  details  as  to  the  family  have  been  supplied  to  me 

by  Dr.  S : Father,  not  seen,  reported  healthy.  Mother,  in  good 

health.  First  child  (hoy,  7 months),  dead  at  birth.  Second  (girl), 
died  3 months  old,  bronchitis.  Third  (girl),  27  years  ; H.S.  Fourth,  our 
patient  (male),  25  years  ; H.S.  Fifth  (male),  24  years  ; no  trace  of  H.S. 
Sixth  (girl),  21  years;  no  trace  of  H.S.  Seventh  (boy),  19  years;  no 
trace  of  H.S.  Eighth  (boy),  16  years;  no  trace  of  H.S. 
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He  appeared  to  be  in  very  good  health,  and  had 
experienced  no  relapse  since  his  course  of  iodide. 
No  trace  of  the  liver  tumours  could  be  distinguished. 
Their  entire  removal  had  been  effected  in  the  course 
of  about  two  months  by  the  iodide  alone,  and  there 
had  been  no  recurrence.* 

The  important  lessons  of  the  above  narrative  are 
obvious  : that  tumour-gummata,  if  very  large,  may 
grow  rapidly  in  connection  with  inherited  taint;  and 
that  iodide  of  potassium  can  cause  them  as  rapidly  to 
shrivel  and  disappear,  and,  further,  that  their  dis- 
appearance is  permanent.  Amongst  several  parallel 
cases  I may  mention  one  in  which  a young  woman, 
the  subject  of  inherited  syphilis,  had  a large  tumour- 
gumma  form  rapidly  in  her  tongue.  It  melted  away 
quickly  under  the  iodide,  and  I had  opportunities  for 
establishing  the  fact,  many  years  afterwards,  that  it 
had  never  relapsed. 


* See  Polyclinic  Journal , vol.  ii.  for  1900,  p.  287. 
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I have  nothing  from  my  own  observation  to  say  re- 
specting affections  of  the  spleen,  and  must  be  content 
to  refer  to  work  done  by  others. 

Supposed  acute  iiiliunimatioii  of  flic  spleen 
in  connection  witli  syphilis. — In  the  Pathological 
Transactions  of  1871,  Dr.  Moxon  records  the  case  of 
a woman,  aged  twenty-nine,  in  whose  liver  were  found 
“ large  tracts  of  potato-like  syphilomatous  growth, 
having  all  the  qualities  of  these  growths  in  perfec- 
tion.’' The  spleen  was  in  a remarkable  state.  It 
weighed  17  ozs.,  and  its  capsule  was  irregularly 
thickened.  A considerable  part  of  it  lying  irregularly 
under  the  capsule  was  blackish,  as  if  from  effusion 
of  blood,  the  central  part  being  soft  and  pulpy.  Dr. 
Moxon  compares  it  to  the  red  hepatisation  of  the  lungs, 
and  suggests  that  we  may  have  an  acute  syphilitic 
pneumonia  and  an  acute  syphilitic  splenitis. 

The  spleen  in  hereditary  syphilis. — In  syphi- 
litic infants  born  dead,  or  dying  soon  after  birth, 
the  spleen  is  very  frequently  found  enlarged.  The 
increase  in  size  and  weight  is  due  to  general  hyper- 
plasia, the  stroma  being  thickened,  and  the  sheaths 
of  the  arteries  infiltrated.  Birsch  Hirschfeld  states, 
as  the  result  of  his  examinations,  that  the  spleen  of 
such  infants  is  usually  twice  its  normal  weight  in 
relation  to  that  of  the  body. 

That  the  spleen  is  frequently  enlarged  in  syphilitic 
infants  who  survive,  is  an  observation  which  has  been 
enforced  by  Sir  Thomas  Barlow,  as  the  result  of  his 
inquiries  at  the  Hospital  for  Sick  Children.* 

* See  Barlow,  rath.  Trans.,  1877. 
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That  enlargement  of  the  spleen  is  a common  feature 
in  cases  of  congenital  syphilis  was  pointed  out  by 
Dr.  Gee  in  1867.  He  found  that  in  about  half  his 
cases  of  congenital  syphilis  the  enlargement  was  such 
that  the  organ  could  be  felt  during  life,  whilst  in 
about  a quarter  it  was  of  very  considerable  size.  The 
degree  of  enlargement  might  be  taken  as  an  index  of 
the  severity  of  the  cachexia,  and  when  it  was  great 
death  usually  followed.  In  the  cases  in  which  recovery 
took  place  and  the  cachexia  disappeared,  the  spleen 
often  remained  enlarged.  It  might  be  so  for  years. 
In  some  instances  the  enlarged  spleen  was  the  only 
indication  of  an  active  syphilitic  cachexia. 

Sir  Thomas  Barlow,  working  in  the  same  field 
as  his  predecessor,  Dr.  Gee,  found  that  the  latter 
had  understated  the  case  rather  than  otherwise.  Out 
of  twenty-eight  infants  under  twelve  months  old  who 
had  definite  signs  of  congenital  syphilis,  he  found 
splenic  enlargement  in  twenty-two.  He  did  not  lay 
so  much  stress  as  Dr.  Gee  had  done  on  the  persistency 
of  the  enlargement.  Dr.  Gee  had  had  two  post-mortems , 
and  Sir  Thomas  Barlow  one.  They  neither  of  them 
found  any  trace  of  gummata,  but  simply  enlargement 
with  induration,  and  in  one  instance  with  thickening 
of  the  capsule. 

Dr.  G.  F.  Still  brought  before  the  Pathological 
Society  in  1897  some  cases  of  syphilitic  disease  of  the 
spleen  in  children.  In  one  instance  a boy  of  eleven, 
in  whom  there  was  no  history  of  parental  syphilis, 
had  suffered  from  enlargement  of  the  glands  and 
enlarged  spleen  for  several  years.  He  died  from 
diarrhoea.  At  the  autopsy  there  were  found  cicatricial 
masses  in  the  spleen,  well-marked  endarteritis,  and 
increase  of  fibrous  tissue  in  the  liver  and  kidneys. 
The  diagnosis  rested  between  Hodgkin’s  disease  and 
syphilis.  There  was  extensive  lardaceous  degeneration 
of  the  organs.  The  spleen  weighed  nearly  12  ozs.  In 
a second  case,  a boy,  aged  six,  with  a definite  history 
of  congenital  syphilis,  had  enlargement  of  the  spleen. 
After  death  there  were  found  gummatous  deposit  in  the 
liver,  interstitial  nephritis,  and,  moreover,  numerous 
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yellowish  fibrous  masses,  varying  in  size  from  a pin’s 
head  to  a horse-bean,  in  the  spleen. 

The  rarity  of  diseases  of  the  spleen  in  syphilis  is 
adverted  to  by  many  authors.  It  is  agreed  that  what 
are  called  gummata  are  extremely  infrequent,  and  that 
when  they  do  occur  the  growths  are  usually  very  small, 
what  are  termed  by  some  “ miliary  gummata.”  Dr. 
Coutts,  in  his  lectures  on  “ Infantile  Syphilis,”  states 
that  “ any  condition  allied  to  gummata  I have  never 
seen  in  the  spleen.”  Haslund,  who  has  recorded  one 
hundred  and  fifty-four  autopsies  in  children  affected 
with  congenita]  syphilis  and  with  splenic  enlargement, 
found  not  a single  case  of  gumma. 

In  Diday’s  book  on  “ Congenital  Syphilis  ” we  find 
no  mention  of  disease  of  the  spleen. 

Dr.  Sharkey  has  given  us  an  account  of  syphilomata 
which  he  observed  in  the  spleen  of  a middle-aged  man. 
There  were  four  large  masses,  three  in  the  substance 
of  the  organ,  and  one  apparently  growing  inwards 
from  the  capsule.  There  were  clear  indications  of 
concentric  growth  and  of  growth  from  several  centres. 
The  substance  of  the  masses  was  firm  and  opaque 
yellow-looking. 

Disease  of  tlie  suprarenals. — We  do  not  as  yet 
possess  many  facts  as  to  syphilitic  disease  of  the  supra- 
renal bodies.  In  Dr.  Greenhow’s  able  and  elaborate 
report  on  Addison’s  disease,  no  mention  is  made  of 
syphilitic  disease  of  these  organs.  In  the  Patho- 
logical Transactions  for  1884,  Dr.  Charlwood  Turner 
has  published  the  case  of  a man,  aged  thirty-four, 
who  died  in  the  London  Hospital  ten  years  after 
syphilis.  He  had  acute  pneumonia  and  advanced 
lardaceous  disease  of  liver  and  kidneys.  The  right 
suprarenal  body  was  much  enlarged,  and  its  conditions 
were  characteristic  of  syphilis.  In  connection  with 
the  case,  Dr.  Turner  collects  a few  items  of  information 
from  other  authors  on  the  same  subject.  Conditions 
of  induration  and  fatty  degeneration  have  been  met 
with. 

Thyroid  glarnl.  — I have  had  no  personal  experi- 
ence of  syphilitic  affections  of  the  thyroid  gland. 
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Cases  have  been  described  by  several  authors,  and  in 
connection  with  both  inherited  and  acquired  disease. 
They  may  occur  either  in  the  early  or  late  stages, 
and  are  curable  by  the  appropriate  specific.  An 
abstract  of  a report  by  Dr.  Hiith  will  be  found  in 
the  Medical  lleview  (vol.  ii. , p.  749). 

Mucous  membranes.— The  disease  known  amongst 
French  surgeons  as  esthiomene,  a chronic,  hypertro- 
phic, and  ulcerative  affection  of  the  external  genitals  in 
women,  appears  to  occupy  much  the  same  position  in 
reference  to  syphilis  as  that  which  I have  ventured 
to  claim  for  disease  of  the  rectum.  Most  of  those 
who  are  its  subjects  have  had  syphilis,  yet  it  is  not 
usually  curable  by  specifics.  Like  the  corresponding 
diseases  of  the  rectum  and  tongue,  there  is  reason 
to  believe  that  it  sometimes  ends  by  becoming  can- 
cerous. 

Not  much  is,  I think,  known  as  regards  affections 
of  the  other  mucous  tissues  in  the  tertiary  stage  of 
syphilis.  We  do  not  recognise  any  form  of  tertiary 
syphilitic  disease  of  the  bladder  or  of  the  small  in- 
testines. Nor  is  there  much  more  clinical  evidence 
respecting  affections  of  the  oesophagus  or  stomach.  My 
late  colleague  Dr.  Fenwick,  who  was  an  authority  on 
that  subject,  told  me  that  he  thought  he  had  seen  post- 
mortem evidences  of  syphilitic  sclerosis  of  the  coats  of 
the  stomach,  and  that  he  was  accustomed  to  diagnose 
a syphilitic  form  of  dyspepsia  in  probable  association 
with  such  a condition.  I do  not  know  of  any  museum 
specimens  nor  of  any  published  observations,  but  I 
have  witnessed,  in  a single  case,  most  distressing 
stomach-pain  after  food  in  association  with  extensive 
syphilitic  indication  of  the  tongue. 

Can  minima  fa  ill  tlic  viscera  suppurate!— 
It  is  well  known  that  suppuration  but  seldom  occurs 
in  internal  gummata.  Those  which  occur  in  the  cel- 
lular tissue,  and  in  connection  with  bones,  not  infre- 
quently soften  and  break  down,  and  the  final  condition 
is  often  that  of  an  abscess  containing  both  pus  and 
debris  of  tissue.  Respecting  the  rarity  of  this  event 
in  the  viscera,  I may,  however,  quote  the  authority 
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of  Dr.  Moxon,  who  writes  : “ The  resistance  to  sup- 
puration which  syphilitic  matter  generally  shows  is 
one  of  its  main  characters,  and  is  seen  in  the  whole 
course  of  the  disease,  from  the  callous  induration  of 
the  glands  in  the  groin  to  the  common  syphilitic 
deposits  in  the  liver,  brain,  or  testis.  Softening  of 
the  matter  is  so  rare  that  it  may  be  assumed  generally 
that  syphilitic  disease  will  not  soften.” 

My  own  impression  is  that  in  these  remarks  Dr. 
Moxon  somewhat  overstates  the  case,  and  that  inflam- 
mation in  or  around  gummata  is  more  common  than 
he  would  have  us  believe.  His  remarks  are  made  in 
connection  with  a case  in  which  many  large  masses, 
which  resembled  sarcomatous  tumours  softening  in  the 
centre,  were  found  in  the  liver.  They  were  enclosed 
in  what  appeared  to  be  fibrous  cysts,  and  were  much 
like  brain  matter  in  consistence.  In  their  centre  was 
some  pus-like  fluid.  In  the  largest  of  them  there  was 
a quantity  of  bile  in  its  centre,  a biliary  duct  having 
been  opened.  One  testis  showed  very  characteristic 
(gummatous)  syphilitic  orchitis. 

IHrers  in  the  small  intestines  from  syphilis. 
— Very  few  facts  have  been  recorded  in  illustration  of 
syphilitic  affections  of  the  intestines,  if  we  except 
the  immediate  vicinity  of  the  outlet.  Dr.  Norman 
Moore  has  published  a case  in  which,  in  a woman, 
aged  forty-six,  in  addition  to  other  unquestionable 
syphilitic  lesions,  there  were  numerous  thickened 
patches  in  the  small  intestines,  some  ulcerated  and 
some  showing  scar-tissue  and  contraction.  The  con- 
traction was  sufficient  to  have  caused  some  amount 
of  obstruction. 

Cases  are  recorded  in  which  all  the  usual  symptoms 
of  ulcer  of  the  stomach  were  present  with  a history 
of  long-past  syphilis,  and  in  which  recovery  resulted 
from  specific  treatment. 

It  is  a wise  rule  that  in  all  examples  of  obscure 
abdominal  disease,  in  those  known  to  have  suffered 
from  syphilis,  specifics  should  be  tried. 

Diseases  ol  the  reetum  in  connection  with 
syphilis.— Amongst  the  local  diseases  which  appear  to 
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be,  in  some  indirect  way,  connected  with  tertiary 
syphilis  we  have  non-malignant  strictures  of  the  rec- 
tum. This  form  of  stricture  is  much  more  common 
in  women  than  in  men,  and  it  is  the  general  testi- 
mony of  observers  that  a large  majority  of  those 
who  suffer  from  it  have,  at  some  former  period,  had 
syphilis.  On  this  latter  point  Mr.  Allingham,  in  his 
valuable  work  on  Diseases  of  the  Rectum,  has  supplied 
us  with  a considerable  collection  of  clinical  facts. 
Two  difficulties  present  themselves  : first,  in  a certain 
number  of  cases  there  is  no  reason  to  suspect  syphilis, 
and  yet  the  disease  is,  for  the  most  part,  of  the  same 
character;  and  secondly,  in  the  cases  in  which  there 
is  a conclusive  history  we  can  seldom  do  any  good 
by  constitutional  treatment.  Probably  we  shall  not  be 
far  from  the  truth  if  we  hold  that  those  who  have 
had  syphilis  are,  when  certain  exciting  causes  come 
into  action,  liable  more  than  others  to  chronic  in- 
flammation of  the  coats  of  the  lower  bowel.  In 
women  the  chief  exciting  cause  is  probably  the  con- 
tusion of  the  bowel  in  child-birth,  and  hence  the  pre- 
ponderance of  this  disease  in  females.  In  others,  the 
irritation  of  faecal  accumulations  may  be  sufficient,  and 
in  a few,  possibly,  the  disease  is  spontaneous,  so  far 
as  the  absence  of  any  assignable  local  influence  is 
concerned.  In  this  respect  disease  of  the  rectum  oc- 
cupies much  the  same  position  as  that  held  by  psoriasis 
palmaris,  sclerotic  hypertrophy  of  the  tongue,  and 
many  other  affections,  which  occur  chiefly  in  those 
who  have  had  syphilis,  but  which  are  yet  very  much 
influenced  by  local  irritation.  My  impression  is  that 
in  proportion  to  the  extent  of  the  disease,  and  espe- 
cially to  the  thickening  present,  may  we  more  or  less 
confidently  diagnose  syphilitic  antecedents.  When  once 
disease  has  been  set  up  in  the  rectum  it  is  perpetuated 
and  aggravated  by  the  normal  functions  of  the  part, 
in  this  respect  supplying  a further  parallel  to  what 
we  observe  in  the  case  of  the  tongue. 

It  is  not  often  that  we  witness  any  disease  of  the 
rectum  which  can  be  definitely  diagnosed  as  syphilitic, 
and  which  proves  amenable  to  specific  treatment. 
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Occasionally  such  disease  is,  however,  met  with  in 
association  with  undoubted  syphilitic  disease  in  other 
parts,  as,  for  instance,  in  the  tongue,  throat,  or 
larynx.  I possess  several  drawings  illustrating  this 
association,  and  have  had  under  treatment  several  very 
distressing  and  intractable  cases. 


CHAPTER  XXXIII 


DISEASES  OF  THE  AIR-PASSAGES  AND  LUNGS 

IN  SYPHILIS 

It  is  but  seldom  that  the  larynx  suffers  seriously 
during  the  secondary  stage  of  syphilis.  Attacks  of 
congestion  attended  by  hoarseness  may  occur  in 
neglected  cases,  but  they  usually  pajss  off  quickly 
under  treatment.  Some  of  them  may  not  improbably 
be  herpetic  in  their  nature.  At  later  periods,  how- 
ever, ulcerations  may  occur  which  may  become  chronic 
and  prove  very  troublesome.  The  epiglottis  may  be 
destroyed,  and,  when  the  cords  are  involved,  cicatricial 
contraction  of  the  glottis  may  be  attended  by  much 
difficulty  of  breathing,  and  may  necessitate  a pre- 
cautionary tracheotomy.  This  necessity  ought,  how- 
ever, to  occur  but  very  rarely,  but  it  is  of  the  utmost 
importance  that  it  be  not  delayed  too  long.  It  may 
indeed  be  sometimes  regarded  as  a measure  of  treat- 
ment in  giving  rest  to  the  parts.  In  some  cases,  however, 
a tube  must  be  worn  for  the  rest  of  life.  The  diagnosis 
by  the  laryngoscope  is  easily  made,  and  even  without 
its  aid  the  symptoms  are  usually  sufficient  to  guide 
the  treatment.  Insufflations  of  iodoform  should  be 
freely  used,  and  the  combined  treatment  by  mercury 
and  iodides  zealously  carried  out.  If  necessary  the 
gums  should  be  touched. 

Syphilitic  affections  of  the  trachea  or  larger  bron- 
chial tubes  are  rarely  diagnosed  during  life,  but  evi- 
dences of  their  occurrence  are  now  and  then  recognised 
after  death.  Several  pathologists  have  described  and 
figured  strictures  presumably  of  this  causation. 

A few  cases  of  narrowing  of  the  trachea  itself 
are  on  record.  Mr.  Pugin  Thornton  has  recorded,  in 
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the  V atliological  Transactions  for  1874,  the  case  of  a 
man  who  had  complete  syphilis  in  1871,  and  in  whom 
the  larynx  was  affected  ten  months  later.  During  the 
next  year  he  was  repeatedly  under  care,  with  diffi- 
culty of  breathing,  which  was  not  wholly  relieved  by 
tracheotomy.  This  operation  was  performed  during  an 
attack  of  extreme  dyspnoea,  which  had  occurred  whilst 
walking  in  the  street.  He  died  within  three  years 
of  the  primary  disease,  and  the  post-mortem  showed 
not  only  laryngitis,  but  the  results  of  ulceration  of 
the  trachea,  extending  as  far  down  as  its  bifurcation. 
About  the  fifth  ring  of  the  trachea  a cicatricial  web 
was  stretched  across,  with  an  opening  through  it  suffi- 
cient only  to  admit  of  a No.  8 oesophageal  bougie. 

Dr.  Gulliver  has  also  published  a case  of  unques- 
tionable syphilis  (seven  years  before),  in  which  an 
annular  stricture  of  the  trachea  was  found  just  above 
its  bifurcation.  There  were  also  scars  of  old  ulcers  in 
the  lower  part  of  the  trachea  and  in  both  bronchi. 

Sir  Morell  Mackenzie,  in  1871,  brought  before  the 
Pathological  Society  a specimen  of  contraction  of  the 
trachea  in  its  upper  part,  consequent  on  syphilitic 
ulceration.  It  was  so  much  reduced  that  it  would 
admit  only  an  ordinary  goose-quill.  The  dyspnoea  which 
had  preceded  death  had  been  very  severe,  but  of  a 
paroxysmal  character.  The  larynx  was  quite  healthy. 
The  history  of  syphilis  was  denied,  but  there  were 
deposits  in  the  liver  and  kidney,  about  the  nature  of 
which  there  could  be  no  doubt,  and  there  were  nodes 
on  the  tibia?. 

Although  much  has  been  written  as  to  the  simula- 
tion of  pulmonary  phthisis  by  syphilitic  affections 
of  the  lungs,  there  seems  good  reason  for  believing 
that  examples  of  it  are  very  infrequent.  My  own 
experience  of  such  cases  is  only  small.*  I have  known 
patients  who  had  been  treated  for  syphilis  subsequently 
develop  phthisis,  but  I do  not  call  to  mind  more  than 
one  or  two  in  which  there  was  reason  to  believe  that 
syphilis  was  an  important  complication,  or  in  which 

* Several  of  my  own  cases  will  be  found  mentioned  in  the  chapter  on 
the  Testis  (Chapter  XX.). 
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specific  treatment  benefited  the  lung  condition.  So 
infrequent,  indeed,  have  cases  resembling  phthisis  been 
in  those  whom  I have  known  to  have  had  syphilis  (not 
a few  of  phthisical  families  and  obviously  delicate) 
that  the  impression  has  been  forced  on  me  that  the 
small-dose  mercurial  treatment  is  positively  advan- 
tageous as  regards  threatened  tuberculosis.  We  may 
remember  that  mercury  was  largely  used  by  some  of 
the  older  physicians  with  this  object  in  view,  notably 
by  Dr.  Wilson  Philip. 

There  can,  however,  be  no  doubt  that  various  forms 
of  lung  disease  are  met  with  as  the  direct  result  of 
syphilis,  both  in  its  acquired  and  inherited  forms. 
It  will  be  best  to  illustrate  these  by  the  citation 
of  cases. 

In  some  instances  isolated  gummata  may  be  present, 
but  more  usually  the  process  is  one  of  infiltration. 
The  middle  lobe  is  more  commonly  the  seat  of  the 
disease  than  other  parts,  and  it  is  seldom  that  both 
lungs  are  affected  together  These  facts  give  valuable 
help  in  diagnosis.  As  compared  with  tubercular 
phthisis,  the  processes  of  syphilis  are  more  rapid, 
but,  if  the  disease  be  allowed  to  advance,  very  similar 
changes  may  accrue,  and  the  symptoms  may  be  such 
that  diagnosis  is  exceedingly  difficult.  It  will  be  wise 
in  all  cases  in  which  local  and  unusual  lung  changes 
show  themselves  in  those  who  are  known  to  have  suf- 
fered from  syphilis  within  a few  years,  or  who  have 
inherited  it,  to  give  mercury.  Such  treatment,  if 
conducted  with  caution,  can  seldom  do  harm,  and  in 
some  cases  very  triumphant  results  have  been  recorded 
(Fournier  and  others).  The  final  results  of  syphilitic 
disease  of  the  lung  probably  approach  most  frequently 
those  known  as  fibroid  phthisis ; but  in  some  cases 
excavations  are  formed  wThich  resemble  those  of  tubercle. 
The  search  for  bacilli  should,  of  course,  never  be 
omitted. 

Fibroid  phthisis.— Dr.  Goodhart  has  mentioned 
several  cases  of  fibroid  phthisis,  in  which  he  believed 
that  the  cause  was  syphilis,  and  has  given  a beautiful 
portrait  showing  small  scattered  gummata  in  the  lung. 
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In  this  and  some  other  instances  tubercular  processes 
were  present  in  close  juxtaposition  with  the  gummata, 
and  possibly  secondary  to  them. 

Cases  of'  syphilitic  limu  disease  from  inherited 
and  acquired  disease. — Dr.  Green  has  recorded  the 
case  of  a child  who  died  at  six  years  old  with  ex- 
tensive disease  of  one  lung.  There  was  great  fibroid 
thickening,  not  only  of  the  pleura,  but  of  the  walls 
of  a large  excavation  in  the  upper  lobe.  This  thicken- 
ing was  so  peculiar  that,  without  knowing  the  history, 
Dr.  Green  formed  and  expressed  the  opinion  that  the 
child  must  have  been  syphilitic.  This  opinion  was  con- 
firmed, in  so  far  that  the  upper  central  incisors  were 
found  to  be  “ small  and  markedly  peg-shaped.”  The 
other  lung  was  almost  healthy,  but  showed  a few 
minute  tracts  of  fibroid  induration.  The  spleen  was 
much  enlarged,  and  presented  typical  syphilitic  thick- 
ening and  puckering.  The  capsule  of  the  liver  was  also 
thickened. 

This  case  is  of  much  interest,  as  showing  th&  value 
attached  by  this  distinguished  pathologist  to  these  con- 
ditions of  fibroid  induration  as  consequent  on  syphilis. 
It  also  shows  strongly  the  value  of  the  condition  of 
the  teeth,  as  furnishing  confirmatory  evidence,  for 
no  facts  as  to  syphilis  could  be  obtained  from  the 
parents. 

Dr.  Goodhart  has  published  a case  in  which,  in  a 
woman  of  fifty-nine,  cavities  had  formed  in  the  lung, 
which  had  thick  fibroid  walls.  The  fibroid  changes  ex- 
tended irregularly,  and  in  one  patch  a mass  of  tissue 
Avas  sloughing.  Dr.  Goodhart  raises  the  question  as  to 
whether  such  changes  may  not  be  regarded  as  indi- 
cative of  syphilis,  even  in  the  absence  of  confirmatory 
evidence.  In  this  instance  there  was  no  history,  but 
the  patient  had  scars  on  the  legs,  thickening  of  the 
capsules  of  both  spleen  and  liver,  and  a softening 
gumma  in  the  latter.* 

Syphilitic  pleurisy  with  fibroid  pneumonia; 
Dr.  Moxon’s  views  as  to  syphilitic  simulation 
ol  phthisis. — Dr.  Moxon  has  described  a very  peculiar 

* Path.  Trans.,  1874,  vol.  xxv. 
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case,  in  which  the  conditions  of  pleurisy  with  pneu- 
monia were  sufficient,  together  with  the  state  of  the 
liver,  to  lead  him  to  diagnose  syphilis,  although  no 
history  whatever  was  forthcoming.  The  man,  indeed,  had 
died  from  a crush  of  his  spinal  cord  whilst  engaged 
in  heavy  labour,  and  the  case  shows,  in  a remarkable 
manner,  what  may  be  undertaken  in  spite  of  extensive 
organic  disease.  None  of  the  man’s  fellow-workmen 
knew  that  he  ailed  anything.  The  post-mortem  showed 
the  lower  half  of  the  left  pleura  coated  with  recent 
firm  lymph.  The  left  lung,  beneath  this,  showed  a 
state  of  grey  fibroid  change.  There  wTere  thick  masses 
of  fibroid  puckering  extending  deeply  into  the  lung 
substance.  For  the  detailed  description  of  the  changes 
the  reader  must  refer  to  Dr.  Moxon’s  description  of 
them  in  the  Pathological  Transactions  of  1871.  The 
interest  of  the  case  for  my  present  purpose  is  in 
connection  with  the  belief  that  the  changes  were  of 
syphilitic  origin.  The  evidence  on  that  point  is  the 
following  : The  liver  was  very  large,  highly  larda- 

ceous,  and  marked  by  cicatricial  patches  like  those 
on  the  lung.  The  spleen,  suprarenal  capsules,  and 
kidneys  were  lardaceous.  “ Both  testes  showed  excellent 
specimens  of  syphilitic  fibrous  orchitis.” 

In  reference  to  the  name  “ fibroid  phthisis,”  Dr. 
Moxon  insists  that  the  disease  did  not  bear  any 
resemblance  to  common  phthisis,  since  there  were  no 
tubercles,  nor  any  caseous  pneumonia;  and  the  disease 
extended  from  below  upwards  continuously,  and  not 
in  discrete  patches.  He  states  that  he  has  repeatedly 
seen  ordinary  tubercular  phthisis  in  syphilitic  sub- 
jects without  any  fibroid  character  being  assumed.  He 
holds  that  gummata  in  the  lung  are  of  rare  occurrence, 
and  seldom  large,  and  that  the  common  condition  in 
the  lungs  of  syphilitic  subjects  is  a chronic  white 
hepatisation,  with  more  or  less  induration  spreading 
usually  from  above  downwards.  This  hepatisation  is 
liable  to  gangrene,  and  cavities  may  be  thus  produced 
much  like  those  of  tubercular  phthisis. 

A very  instructive  case  from  my  own  practice  will 
be  found  in  my  chapter  on  “ Syphilitic  Affections  of 


xxxm]  GUMMATA  OF  VISCERA  339 

the  Testis.”  In  it  the  patient  had  symptoms  of  phthisis, 
followed  by  a very  large  gumma  in  one  testis,  and  he 
was  cured  of  both  by  specifics. 

It  is  remarkable  that  when  gummata  of  consider- 
able size  are  found  in  the  lung,  they  are  often  in 
association  with  similar  affection  either  of  the  testis 
or  the  liver.  They  occur,  in  common  with  other  gum- 
mata, usually  in  a late  stage  of  the  disease,  and  not 
infrequently  after  a long  period  of  good  health. 

I possess  an  excellent  drawing  from  a case  of  in- 
herited syphilis,  in  which  gummata  of  considerable 
size  were  found  in  one  lung  and  one  testicle. 

Extensive  gummatous  lesions  of  the  liver, 
diaphragm,  lung,  and  spleen.— The  following  case 
is  recorded  by  Dr.  Sheridan  Delepine  and  Dr.  Richard 
Sisley  in  Pathological  Transactions,  vol.  xlii.  p.  14J , 
1891  : — 

M , ad.  forty-three.  In  1861  (twenty-five  years  before 

death)  he  suffered  from  gonorrhoea.  Some  months  afterwards 
he  had  a chancre,  followed  by  a bubo  in  the  left  groin.  This 
was  opened.  Later  the  man  had  sore  throat.  In  1864  a swelling 
formed  over  his  right  tibia;  this  gradually  increased  in  size. 
In  1871  and  1876  he  had  attacks  of  hemiplegia.  From  the 
latter  he  never  quite  recovered.  His  wife  had  had  four  mis- 
carriages, and  had  borne  no  living  child.  The  man  died  on 
March  20th,  1886.  There  was  much  thickening  of  the  left  tibia 
in  its  upper  third.  There  was  considerable  fibrosis  with  caseous 
degeneration  in  the  lungs.  A detailed  description  is  given. 
Stress  is  laid  on  the  similarity  between  the  lesions  and  those 
found  in  the  ■pneumonia  of  inherited  syphilis,  as  follows:  — 

“In  this  case,  to  doubt  the  nature  of  the  pulmonary  changes 
is  practically  impossible.  We  have  not  only  a distinct  syphilitic 
history  and  lesions  of  an  unusual  nature,  but  in  addition  wo 
find  that  there  is  a continuity  between  the  typical  hepatic 
lesions  and  those  of  the  lung.  "One  thing,  however,  is  evident, 
namely,  that  though  this  is  a case  in  which  the  inflammatory 
changes  had  a great  tendency  to  the  production  of  gummata, 
yet  only  those  parts  of  the  right  lung  which  have  come  in 
contact  with  the  liver,  through  adhesions,  have  become  gum- 
matous, and  that,  only,  after  having  been  first  entirely  replaced 
by  fibrous  tissues.  From  this  it  seems  evident  that,  in  searching 
for  evidences  of  syphilis  in  the  lung,  one  must  be  careful  not 
to  attach  too  much  importance  to  the  presence  of  gummata 
having  characters  similar  to  those  found  in  solid  organs,  and 
that  one  should  rather  look  for  lesions  such  as  those  which,  in 
our  case,  were  present  in  the  left  lung;  that  is  to  say, 
lymphangitis,  interstitial  and  catarrhal  pneumonia,  bronchial 
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stenosis,  and  bronchitis,  and  the  usual  complications  of  these 
states. 

“The  lesions  of  the  diaphragm  can  be  readily  summed  up 
under  the  title  of  gummatous  interstitial  myositis. 

“ The  liver.- — A sketch  is  given  of  a section  through  right 
lung,  liver,  and  diaphragm,  showing  a large  fibro-gummatous 
mass  replacing  the  greater  part  of  the  liver,  a portion  of  the 
diaphragm,  and  invading  the  lower  parts  of  the  lung.  Detailed 
descriptions  are  given,  and  the  literature  of  the  subject  dis- 
cussed. 

“ The  spleen  was  considerably  enlarged,  and  weighed  2 lbs. 
6 ozs.  The  upper  half  was  adherent  to  the  diaphragm.  Sur- 
face nodulated,  puckered,  and  covered  by  a thick  capsule  (dense 
fibrous).  Nearly  the  whole  upper  third  was  replaced  by  a 
large  gummatous,  caseous  mass.  A sketch  of  the  section  of  the 
spleen  showing  this  is  given.  Small  gummata  were  found  in 
the  thickened  capsule.  Microscopically:  (1)  General  increase  of 
fibrous  tissue;  (2)  distension  of  vessels;  (3)  small  accumulations 
of  proliferated  cells  originating  in  the  pulp  stroma,  and  also  of 
small  lymphoid  cells  similar  to  those  found  in  the  lungs  and 
liver;  (4)  thrombosis  of  many  small  vessels.  Although  the 
determining  cause  of  the  cheesy  degeneration  of  certain  tracts 
of  tissue  may  have  been  due  to  thrombosis  or  deliteration  of 
vessels  brought  about  by  some  secondary  changes  in  the  vessels, 
there  is  a distinct  evidence  of  a previous  interstitial  granulo- 
matous inflammation,  similar  to  that  found  in  the  lung  and  the 
liver.” 

Diffuse  syphilitic  fibrosis  of  the  lungs. — F.  C.  Perry  {Path. 

Trans.,  vol.  xlii.  p.  53,  1891). — M , a:t.  fifty-four.  There 

was  no  history  of  syphilis.  Tire  testes  were  fibroid,  the  liver 
was  scarred,  and  the  kidneys  were  lardaceous. 

Gumma  of  the  lung. — H.  D.  Rollaston. — A fibrosed  portion 
of  lung  containing  a caseous  mass  as  big  as  a marble;  it 
was  somewhat  loose.  Dr.  Delepine  gives  details  of  histology. 
The  patient  was  a man  aged  twenty-eight,  who  died  August 
31st,  1890.  In  1884  (six  years  previously)  he  had  contracted 
syphilis.  In  May,  1886,  he  was  under  care  with  disease  of  the 
testes  and  sores  on  the  right  elbow.  He  was  able  to  work  till 
June,  1890. — (Path.  Trans.,  vol.  xlii.  p.  50,  1891.) 


CHAPTER  XXXIV 

THE  IMITATION  BY  SYPHILIS  OF  OTHER  MALADIES 


In  a lecture,  published  in  1879,  I attempted  to  draw 
attention  to  the  remarkable  fact  that  all  the  various 
phenomena  of  disease  due  to  syphilis  are  imitations 
of  other,  non-specific,  type-forms.  Further  experience 
and  thought  have  confirmed  me  in  the  impression  that 
this  way  of  regarding  the  subject  is  one  which  is 
very  helpful,  not  only  for  classification  and  nomen- 
clature, but  also  as  assisting  towards  a true  insight 
as  to  syphilitic  processes.  We  may  thus  use  all  the 
substantive  names  already  employed  for  non-specific 
diseases,  and  simply  add  the  adjective  “ syphilitic.” 
Thus  wre  have  a syphilitic  psoriasis,  a syphilitic  lichen, 
a syphilitic  pemphigus,  syphilitic  keloid,  syphilitic 
lupus,  syphilitic  ataxy,  syphilitic  ophthalmoplegia, 
and  a host  of  others. 

We  have  absolutely  no  single  malady  which  is  pecu- 
liar to  syphilis.  The  closeness  of  the  imitation  is  often 
very  remarkable.  The  syphilitic  varioloid  is  perhaps 
the  most  striking  example  of  this ; the  eruption  which 
goes  under  this  name  is  so  exactly  like  ordinary 
variola  that  it  has  many  times  deceived  the  most 
skilled  observers.  I have  repeatedly  known  cases  of 
this  kind  admitted  into  small-pox  hospitals,  or  else 
treated  in  the  closest  isolation  at  their  own  homes, 
under  a mistaken  diagnosis.  Nor  are  the  resemblances 
to  measles,  roseola,  or  scarlet  fever  less  accurate. 
Rubeolous  and  roseolous  eruptions  are  very  common 
in  syphilis,  whilst  that  resembling  scarlet  fever  is  as 
rare  as  that  simulating  variola.  I have,  however, 
often  known  patients  treated  for  scarlet  fever  who 
really  had  nothing  but  syphilis. 

A full  recognition  of  this  general  fact  will,  I think, 
help  us  much  in  diagnosis.  We  are  always  to  be  on 
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the  alert  and  prepared  to  encounter  maladies  due  to 
syphilis  which  resemble  non-specific  prototypes  in  the 
closest  possible  manner.  Nearly  always  on  careful 
inspection  and  inquiry  some  features  will  be  disclosed 
which  discriminate  the  syphilitic  counterfeit  from  the 
type  malady.  In  the  case  of  the  simulation  of  the 
exanthemata,  the  duration  of  the  eruption  will  usually 
decide  the  question.  The  syphilitic  eruption  does  not 
go  through  its  stages  so  quickly  as  the  others,  but 
lingers  on  long  after  they  would  in  due  course  have 
disappeared.  This  discrepancy  as  to  progress  will 
usually  decide  the  diagnosis.  Other  features  will,  how- 
ever, in  most  cases  help  the  decision.  The  febrile  dis- 
turbance and  sense  of  illness  are  comparatively  absent 
in  the  syphilitic  imitation.  Certain  minor  features 
of  peculiarity  will  also  be  commonly  observable  in 
the  syphilitic  maladies;  thus  they  are  often  developed 
in  a more  irregular  manner,  and  often  two  or  more 
types  of  disease  are  mixed  together  in  the  same  case. 
We  must  not,  however,  trust  too  much  to  this  feature 
of  polymorphism  as  distinctive  of  syphilitic  eruptions; 
it  is  often  absent  in  them,  and  it  may  be  present  in 
other  diseases. 

Not  only  are  we  justified  in  certain  cases,  however 
exact  may  be  the  resemblance  to  a common  and  non- 
specific disease,  in  suspecting  syphilis,  but  we  must 
be  on  our  guard  as  to  the  reverse  phenomena.  There 
are  some  few  maladies  of  rare  occurrence  of  which 
the  syphilitic  imitation  is  far  more  common  than 
the  original  type.  In  such  we  may  easily  make  the 
mistake  of  diagnosing  syphilis  with  much  confidence 
in  cases  where  it  is  not  present.  The  heaped  conical 
crust  of  syphilitic  rupia  is,  for  instance,  well  known 
to  all.  It  is  not  so  widely  known  that  there  is  a 
non-specific  eruption  which  produces  limpet-shell  crusts 
exactly  like  those  of  syphilis,  and  most  surgeons  en- 
countering for  the  first  time  a good  example  of  the 
“psoriasis  rupoides  ” (of  M'Call  Anderson)  would 
confidently  pronounce  it  to  be  specific. 

The  malady  known  as  ophthalmoplegia  externa 
- — in  which  all  the  ocular  nerves  on  both  sides  are 
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affected,  the  upper  lids  droop,  and  the  eyes  are  almost 
fixed — is  in  nearly  all  cases  a sequel  to  syphilis. 
Some  years  ago  I should  have  been  inclined  to  say 
that  I had  never  known  the  malady  in  any  other 
connection.  I have,  however,  recently  seen  two  cases, 
one  the  result  of  injury,  and  the  other  not  in  asso- 
ciation with  any  discoverable  cause,  which  exactly, 
in  every  feature,  resembled  the  syphilitic  cases.  A 
converse  statement  is  true  of  another  disorder  of 
the  nervous  system  apparently  belonging  to  the  same 
category  as  ophthalmoplegia.  I refer  to  glosso-lafoio- 
laryngcai  paralysis.  In  it,  as  in  ophthalmoplegia, 
certain  muscles  become  paralysed  in  groups;  yet, 
whilst  the  one  is  almost  always  syphilitic,  we  very 
rarely,  if  ever,  meet  with  any  close  simulations  of  the 
other  by  syphilis. 

Respecting  some  of  the  more  common  phenomena 
of  syphilis,  I feel  sure  that  mistakes  in  diagnosis 
are  very  frequently  made  through  not  sufficiently 
recognising  the  closeness  with  which  not  only  may 
syphilis  resemble  other  maladies,  but  these  in  turn 
may  resemble  syphilis.  There  are  cases  in  which 
after  the  fullest  investigation  of  the  facts  the  candid 
diagnostician  will  have  to  confess  himself  at  fault.  In 
the  case  of  the  tongue,  when  superficial  ulcerations 
with  filmy,  greyish-wffiite  edges  form  along  its  sides 
we,  as  a rule,  diagnose  syphilis.  There  are,  however, 
cases  exactly  like  the  syphilitic  ones  in  wrhich  I am 
sure  that  no  syphilis  is  present. 

As  to  the  throat,  again,  if  the  conditions  are  well 
pronounced — if,  for  instance,  there  be  deep  kidney- 
shaped ulcers  in  the  tonsils  with  snail  tracks  near 
their  borders  and  on  the  pillars  of  the  fauces — we,  as 
a rule,  feel  justified  in  confidently  pronouncing  the 
disease  to  be  syphilitic.  If  the  sore  throat  persists  in 
this  condition  for  some  weeks  or  months  our  confidence 
is  increased.  No  forms  of  sore  throat  presenting 
these  features  have  as  yet  been  described  in  connec- 
tion with  any  other  cause.  I have,  however,  at  long 
intervals  seen  several  examples  of  chronic  sore  throat 
exactly  like  those  of  secondary  syphilis,  in  which  the 
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history  was  wholly  absent,  and  in  which  no  other 
phenomena  ever  occurred  to  support  such  a diagnosis. 
Two  cases  especially  have  stamped  themselves  on  my 
memory,  one  of  them  in  a young  man,  and  the  other 
in  an  unmarried  lady  of  good  family,  concerning  which 
what  I have  said  is  true.  In  both,  in  the  first  instance, 
I was  inclined  to  join  in  the  diagnosis  previously  given 
with  great  confidence  by  very  competent  observers,  that 
the  throat  was  syphilitic ; but  in  both,  after  a time,  I 
had  to  abandon  that  suspicion. 

In  the  paper  to  which  I have  referred  I have  quoted 
cases  of  syphilitic  simulations  of  rodent  nicer.  Of 
this  form  of  cancer  of  the  face,  the  rolled  sinuous  edge, 
of  even  height  and  semi-transparent  aspect,  is  the  pecu- 
liar feature.  Now  this  edge  may  be  produced  in  great 
perfection  in  ulcers  which  are  really  syphilitic.  When 
this  is  done  it  is  a most  remarkable  fact  that  it  occurs 
only  on  those  parts  where  the  true  rodent  ulcer  is 
met  with,  that  is,  on  the  face.  I have  seen  several 
syphilitic  rodents  which  I could  not  diagnose  with  any 
confidence  until  the  result  of  specific  treatment  cleared 
away  all  doubt.  Of  one  of  these  I had  a portrait 
taken  in  order  to  illustrate  this  special  point. 

The  statement  just  made,  that  the  syphilitic  imita- 
tions occur  only  in  the  parts  capable  of  producing 
the  true  rodent,  may  serve  as  affording  a suggestion, 
or  explanation,  of  syphilitic  simulation  in  general.  It 
is  probably  due  to  the  fact  that  precisely  the  same 
anatomical  structures  are  involved  in  both.  The  in- 
flammation or  new  growth,  having  once  begun,  and 
having  taken  its  peculiarities  from  the  structure  in 
which  it  started,  keeps  to  its  type  afterwards.  Thus, 
“ syphilitic  varioloid  ” no  doubt  affects  the  identical 
gland  structures  which  are  involved  in  true  variola, 
and  hence  the  identity  of  appearance  in  the  umbilicated 
pustule  produced.  In  measles  we  must  suppose  a vaso- 
motor paralysis  of  certain  leashes  of  capillaries,  and 
hence  the  crescentic  patches  of  dusky  erythema.  These 
leashes  exist  ready  to  receive  a like  injury  from  other 
morbid  causes,  and  such  a cause  syphilis,  in  its  turn, 
supplies.  We  well  know  that  copaiba  and  other  drugs 
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may  produce  the  same  effect.  Possibly  those  patients 
who  show  “ syphilitic  rubeola,”  or  “ syphilitic  variola,” 
are  precisely  those  in  whom,  if  the  true  exanthem  were 
to  occur,  the  eruption  would  be  displayed  in  great  per- 
fection and  abundance.  Thus  the  syphilitic  poison  may 
be  regarded  as  bringing  to  light  latent  peculiarities 
of  structure.  This  explanation  may  fit  well  with  the 
cases  of  syphilitic  psoriasis  and  rupia.  Those  who  get 
a scaly  syphilitic  rash  are  possibly  those  who,  if 
brought  under  the  influence  of  suitable  causes,  might 
have  developed  common  psoriasis;  and  those  who  get 
rupia  may  be  those  who  were  predisposed  to  pemphigus. 
Perhaps  in  the  treatment  of  syphilitic  rupia  (as 
certainly  in  syphilitic  pemphigus)  we  ought  always 
to  combine  arsenic  with  our  better-accredited  specifics 
for  syphilis. 

Since  the  assertion  is  that  syphilis  may  imitate 
almost  every  possible  type-form  of  morbid  change  due 
to  other  causes,  it  would  be  obviously  a lengthy  and 
tedious  matter  to  attempt  to  describe  all  its  varieties, 
and  to  discriminate  them  from  others  due  to  non-specific 
causes.  It  must  suffice  to  impress  upon  the  reader’s 
mind  that  wrhen  a patient  is  known  to  have  had  syphilis 
it  is  wise  to  suspect  a taint  of  that  disease  in  all 
anomalous  maladies  from  which  he  may  afterwards 
suffer.  It  will  be  very  seldom  indeed  that  any  harm  is 
done  by  a mild  course  of  mercury,  and  very  often  the 
suspicion  will  be  confirmed,  and  at  the  same  time  a 
cure  effected. 

It  is  especially  in  the  case  of  the  syphilitic  skin 
eruption*,  that  I am  reluctant  to  attempt  any  enumera- 
tion of  their  various  forms.  Their  modifications  are 
almost  endless,  and  it  must  suffice  to  say  that  no  single 
form  has  been  described  by  dermatologists  which  may 
not  be  very  closely  simulated  by  syphilis.  This,  how- 
ever, is  now  tolerably  well  recognised,  and  it  is  not  in 
this  department  of  our  subject  that  mistakes  in  this 
direction  are  likely  to  occur.  It  is  more  common,  in 
the  case  of  skin  diseases,  for  those  which  are  not 
syphilitic  to  be  regarded  as  such,  both  by  the  patient 
and  surgeon,  than  is  the  converse  error. 
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In  certain  other  forms  of  disease  not  affecting  the 
skin,  the  diagnosis  of  syphilis  may  easily  be  overlooked. 
Thus  it  may,  especially  in  middle-aged  or  elderly 
patients,  closely  simulate  generalised  rheumatism  of  the 
subacute  type,  or  it  may  be  treated  as  fever,  or  as 
the  results  of  blood-poisoning  from  defective  drainage. 
Dr.  Thomas  Reade,  to  whom  we  owe  so  much  for  the 
earliest  observations  on  syphilitic  affections  of  the 
nervous  system,  asserts  that  occasionally  the  fever  of 
syphilis  may  assume  the  type  of  a quotidian  ague.  The 
case  which  he  quotes  from  his  own  practice  is  one  in 
which  the  malarious  poison  was  at  work  during  the 
secondary  stage  of  syphilis,  and,  no  doubt,  caused  the 
ague.  The  remarkable  feature  was  that  the  ague  did 
not  yield  to  quinine  or  arsenic,  but  was  cured  at 
once  when  mercury  was  used.  It  does  not  prove  that 
syphilis  alone  can  produce  ague.  Cases  have,  however, 
been  recorded  by  M.  Zambaco*  (and  quoted  by  Dr. 
Reade),  in  which  the  ague  was  apparently  due  to 
the  syphilis  only,  the  patient  having  never  been 
exposed  in  any  way  to  the  influence  of  malaria.  In 
these  cases,  the  lesson  of  which  is  very  important, 
quinine  wholly  failed  to  cure,  and  mercury  promptly 
succeeded. 

It  is  common  enough  for  violent  neuralgia  to  be 
simulated,  or,  perhaps  I ought  to  say,  produced  by 
syphilis. 

Dr.  Hughlings  Jackson  has  given  us  very  valuable 
data  by  wdiich  to  distinguish  the  epilepsy  which  is 
due  to  peripheral  irritation,  as  that  of  syphilis  usually 
is,  from  that  of  the  more  typical  kind.  In  Jacksonian 
epilepsy  the  spasms  usually  begin  in  one  limb  only, 
and  there  is  an  interval  observed  before  the  patient 
loses  consciousness.  Although,  however,  the  epilepsy 
which  is  due  to  syphilis  usually  presents  peculiarities 
which  permit  of  its  recognition,  yet  it  will  be  wise,  in 
all  cases  in  which  epilepsy  is  developed  in  those  who 
are  the  subjects  of  syphilitic  taint,  to  employ  specifics. 
It  is  very  possible  that,  in  many  such,  a syphilitic 
lesion  takes  only  a half-share  in  the  production  of 


* “ Des  Affections  Nerveuses  Syphilitiques.”  Paris,  1862. 
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the  disease,  there  being  at  the  same  time  the  usual 
personal  proclivity. 

The  remarks  just  made  apply  strongly  to  all  varieties 
of  paraplegic  affection  which  occur  in  those  who  have 
suffered  from  syphilis.  Paraplegia  from  syphilis  is 
very  common,  and  may  occur  at  very  different  stages 
of  the  disease.  I have  already  quoted  numerous  cases 
illustrating  its  varieties,  and  it  must  be  sufficient  here 
to  remark  that  in  all  suspicious  cases  the  patient  must 
be  allowed  the  advantage  of  full  and  prompt  mercurial 
treatment. 

A very  remarkable  simulation  of  syphilis  re- 
sulting in  death.— A very  unusual  case  will  be  found 
given  in  full  detail  in  Archives  of  Surgery  for  July, 
1892  (pp.  1 to  5),  that  of  a young  midshipman,  aged 
twenty,  who  died  after  a four  months’  illness.  Nodes 
on  the  head  and  facial  paralysis  had  been  amongst 
the  earliest  symptoms.  These  had  been  followed  by  an 
eruption  and  very  great  swelling  of  the  tonsils  and 
cervical  glands.  There  was  no  history  of  chancre,  and 
although  the  symptoms  were  very  suspicious,  the  order 
of  their  development  had  been  most  unusual.  Foetid 
abscesses  in  the  lungs  preceded  death.  Neither  tubercle 
nor  gummata  were  found  at  the  autopsy.  In  spite  of 
its  close  simulation,  I did  not  think  that  the  illness 
was  really  syphilis.  The  following  were  amongst  my 
reasons  for  doubt : — 

Nodes  were  the  first  symptom,  and  for  some  time 
the  only  one. 

The  swelling  of  the  tonsils  and  cervical  glands  was 
much  in  excess  of  what  is  usual  in  syphilis. 

The  eruption  might  have  been  caused  by  the  iodide 
which  had  been  given. 

There  were  no  indications  of  syphilis  when  I saw 
the  patient. 

In  spite  of  apparent  benefit  from  specifics,  the  case 
ended  fatally. 

There  was  nothing  in  the  cause  of  death  indicative  of 
syphilis. 

There  had  never  been  any  chancre. 

The  case  may  be  instructively  compared  with  the 
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Leeds  case  of  doubtful  vaccinal  syphilis  in  which  nodes 
occurred. 

Caution  against  over-confidence  in  diagnosis. 

— It  is  impossible  to  warn  the  young  practitioner  too 
strongly  against  over-confidence  in  the  diagnosis  of 
syphilis.  If  we  regard  the  more  common  phenomena 
of  the  disease  (eruptions  on  the  skin,  sore  throat,  sores 
on  the  tongue,  nodes,  etc.)  it  is  quite  safe  to  assert  of 
them  all  that  no  peculiarities  are  ever  presented  which, 
taken  alone,  and  in  opposition  to  the  rest  of  the  clinical 
evidence,  justify  a positive  opinion.  As  regards  erup- 
tions, the  colour,  whether  dusky  or  coppery,  the  poly- 
morphism, the  arrangement,  and  the  initial  lesion,  etc., 
may  each  be  most  closely  simulated  by  eruptions  which 
are  not  specific.  It  is  only  by  the  history  and  the 
concomitant  phenomena  that  a confident  diagnosis  can 
be  justified.  In  saying  this  I do  not  wish  to  imply  that 
the  diagnosis  of  syphilitic  eruptions  is  in  a general 
way  difficult,  but  rather  that  there  are  rare  cases  in 
which  it  is  impossible.  In  most  instances  the  ordinary 
and  well-known  signs  suffice  to  justify  a strong  opinion, 
but  if  under  such  circumstances  we  encounter  strong 
negative  evidence  we  must  be  willing  to  admit  a doubt. 
Much  unhappiness  may  be  caused  by  too  great  confi- 
dence, and  great  discredit  may  subsequently  accrue  to 
the  surgeon.  I will  recapitulate  a few  of  the  condi- 
tions which,  occurring  in  connection  with  non-specific 
causes,  yet  often  present  a most  deceptive  similarity 
to  syphilis. 

The  eruptions  which  I have  claimed  as  “vest  rashes  ” 
are  often  of  a dull  copper  tint,  and  so  exactly  like 
syphilis  that  no  one,  however  skilled,  would  be  able  to 
diagnose  them  except  in  connection  with  the  history. 

There  is  an  eruption  known  as  psoriasis  rupoides, 
well  described  by  Sir  T.  M'Call  Anderson — in  which 
limpet-shell  crusts  are  formed  over  dull-red,  copper- 
tinted  areas — which  exactly  resembles  the  aspect  of  a 
syphilide. 

The  affections  described  by  authors  under  the  names 
of  lichen  ruber  and  lichen  planus  often  look  most 
deceptively  like  syphilis. 
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On  the  tongue,  filmy  white  sores  may  form  on  the 
borders,  with  oedema  and  indentations,  exactly  like 
syphilis.  Although  superficial  sclerosis,  with  its  leu- 
comata  of  various  kinds,  is  in  the  majority  of  cases  a 
sequel  of  syphilis,  yet  there  are  cases  in  which  it  is  not 
so,  and  they  are  indistinguishable  from  the  others. 
The  white  patches  in  the  linings  of  the  cheeks,  and  at 
the  oral  commissures,  which  formerly  were  by  many 
thought  to  be  almost  pathognomonic  of  syphilis,  are 
now  recognised  as  being,  in  the  majority  of  cases,  due 
chiefly  to  smoking. 

The  chronic  forms  of  psoriasis  palmaris  are  often 
not  syphilitic,  while  they  look  almost  exactly  like  those 
which  are  so. 

There  is  a peculiar  form  of  multiple  ulceration  of 
the  mucous  membrane  of  the  lips,  cheeks,  palate,  and 
gums  which  occurs  to  middle-aged  and  elderly  men, 
which  suggests  syphilis  to  all  observers  at  first  sight, 
but  which  is  certainly  not  in  that  connection.  It  is 
curable  by  opium,  and  is  made  worse  by  iodides  and 
mercury.  To  make  the  diagnosis  still  more  difficult, 
it  is  often  attended  by  eruptions  on  the  hands  and  feet, 
and  by  disease  of  the  nails. 

Most  surgeons  of  experience  will  believe  themselves 
fully  able  to  recognise  the  sore  throat  of  secondary 
syphilis,  with  its  symmetrical  ulcers  in  the  tonsils,  its 
snail  tracks,  and  abrasions  on  the  fauces  and  palate, 
etc.  There  are,  however,  as  I have  already  asserted, 
throats  which  have  no  relation  to  syphilis,  in  which 
all  these  features  are  produced  with  great  accuracy. 
I have  seen  two  or  three  such  during  the  last  few 
years,  in  which  surgeons,  equally  well  qualified  to 
judge,  differed  in  opinion,  some  pronouncing  with  the 
utmost  confidence  that  the  throat  was  syphilitic,  whilst 
others  took  a different  view. 

It  is  well  known  that  there  are  malformations  of 
teeth,  both  of  the  temporary  and  permanent  sets,  in 
which  a very  close  resemblance  to  the  central  notch  in 
the  upper  central  incisors  is  produced,  and  which  yet 
are  not  indicative  of  syphilis.  I have  never  seen  the 
resemblance  exact,  but  often  sufficiently  so  to  make 
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diagnosis  impossible  without  the  aid  of  the  con- 
comitant phenomena. 

There  are  conditions  of  choroiditis,  both  of  the  ser- 
piginous and  disseminate  form,  which  are  not  specific, 
but  respecting  which  I know  of  no  features  which  enable 
us  to  distinguish  them.  I do  not  know  of  any  cases 
of  close  simulation  of  interstitial  keratitis  (that  is, 
affecting  both  eyes,  producing  a marked  ground-glass 
condition,  running  a slow  course,  and  finally  clearing 
completely)  which  were  not  really  syphilitic.  Acting, 
however,  on  the  general  rule  that  syphilis  has  no  lesions 
or  type-forms  of  disease  which  are  peculiar  to  itself,  I 
am  quite  prepared  to  expect  cases  of  non-syphilitic, 
diffuse,  symmetrical  keratitis. 

Bazin’s  malady. — At  the  date  of  my  first  edition 
some  of  us  had  not  in  England  advanced  to  the 
recognition  of  the  tubercular  nature  of  the  conditions 
now  known  by  the  name  of  “ Bazin’s  malady,”  and 
which  was  described  by  him  as  “indurated  erythema  of 
the  scrofulous.”  To  this  group  I now  unhesitatingly 
assign  the  two  cases  which  I recorded  in  my  last  edition 
under  the  heading  “ On  cases  of  multiple  ulcers  on  the 
legs , etc.,  which  assume  the  features  of  syphilis,  hut  are 
possibly  not  specific .”  They  had  probably  nothing  to 
do  with  syphilis.  Yet  the  narrations  may,  perhaps, 
prove  interesting  not  only  in  their  clinical  aspects  but 
as  illustrating  the  progress  of  our  knowdedge.  The 
cases  were  under  my  treatment  in  1885  and  1886; 
they  were  remarkably  alike,  and  in  each  the  patient 
was  a married  lady.  The  condition  presented  in 
each  was  that  of  numerous  small  ulcers  occurring 
chiefly  on  the  legs.  These  ulcers,  which  began  as 
little  boils,  or  in  some  instances  as  subcutaneous  in- 
durations, spread  slowly  at  their  edges,  and  assumed 
appearances  which  wrould,  I am  sure,  have  led  anyone, 
at  first  sight,  to  diagnose  syphilis.  Yet  in  neither  case 
was  there  any  strongly  suspicious  history,  and  in 
neither  did  the  ulcerations  respond  definitely  to 
syphilitic  treatment.  They  were  certainly  not  like  any 
condition  of  skin  disease  which  has  as  yet  received 
recognition  in  our  nosological  lists.  A remarkable 
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feature  of  each  case  was  that  the  disease  was  sym- 
metrical, although  if  syphilitic  it  was  probably  a very 
late  phenomenon. 

Want  of  space  on  the  present  occasion  compels  the 
omission  of  these  two  important  cases,  both  of  which 
I now  confidently  consider  to  have  been  tuberculous 
and  not  syphilitic.  Their  omission  here  is  the  less  to 
be  regretted  because  their  nature  has  been  well  dis- 
cussed by  other  observers  (notably  by  Dr.  Colcott 
Fox),  and  there  is  general  acceptance  of  M.  Bazin’s 
views.  I have  myself  written  repeatedly,  and  at  con- 
siderable length,  respecting  them  in  my  Archives  of 
Surgery  ( see  vol.  v.  p.  32  et  seq.).  We  have  collected 
in  the  Clinical  Museum  a considerable  series  of 
drawings  in  illustration  of  their  close  similarity  in 
aspect  to  syphilitic  lesions.  As  such  they  were  until 
recently  universally  accepted.  In  one  of  the  cases 
which  has  been  under  my  observation  tubercle  bacilli 
were  detected,  but  as  a rule  their  presence  has  not 
been  proved.  Other  evidence,  however,  makes  it  toler- 
ably certain  that  they  are  of  tuberculous  causation. 
Although  M.  Bazin  somewhat  unfortunately  used  the 
term  “ erythema,”  ulceration  is,  in  English  practice, 
their  almost  invariable  feature,  and  the  ulcers  have 
the  undermined  or  ragged  borders  so  often  seen  in 
syphilis. 
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OF  TERTIARY  SYMPTOMS  IN  GENERAL 

The  division  of  syphilis  into  stages  is  to  some  extent 
arbitrary,  but  for  the  most  part  it  accords  well  with 
clinical  observation,  and  no  one  can  doubt  that  it 
is  practically  convenient.  The  specification  of  the 
primary  symptoms  is  easy,  and  all  will  admit  that 
they,  as  a rule,  do  not  recur  after  disappearance, 
nor  do  they  mix  themselves  up  with  the  later  stages. 
So  also  of  the  secondary  symptoms.  Everyone  recog- 
nises a copious,  symmetrical,  copper-tinted  eruption, 
with  symmetrical  superficial  ulcers  in  the  tonsils,  as 
characteristic  of  an  early  period,  and  not  in  the 
least  likely,  if  once  they  have  completely  vanished, 
ever  to  reappear  in  the  same  form  and  grouping.  If 
treatment  has  been  prematurely  suspended,  relapses 
are  common,  but  if  a good  interval  of  immunity  has 
occurred  they  will  certainly  not  reappear.*  Although 
in  the  present  day,  with  the  all  but  universal  employ- 
ment of  mercury,  we  seldom  have  the  opportunity  of 
witnessing  spontaneous  disappearance,  yet  we  may  feel 
certain  that,  like  the  primary  stage,  the  secondary  one 
has  its  limits  of  duration,  and  vanishes,  after  a time, 
spontaneously.  In  the  stage  which  we  are  now  about 
to  consider,  no  such  tendency  to  spontaneous  cure  is 
observed,  and  unless  the  physician  intervenes  with  his 
remedies,  the  morbid  processes,  once  initiated,  continue 
to  progress.  Certainly  we  have  here  a very  important 
and  quite  natural  feature  of  difference  between  the 

* It  may  perhaps  seem  that  the  recurring  eruptions  already  described 
constitute  an  exception  to  the  above  statements.  They  are,  however, 
peculiar  in  certain  features.  For  the  most  part  they  are  erythematous 
only,  often  very  transitory,  and  never  attended  by  sore  throat.  They 
probably  occur  only  in  cases  in  which  the  evolution  of  the  malady  has 
been  interfered  with  by  the  use  of  mercury. 
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secondary  and  tertiary  forms  of  disease.  When  we  add 
that  the  tertiary  forms  are,  when  multiple,  as  a rule, 
ranged  without  symmetry,  that  they  are  often  few  in 
number,  or  even  solitary,  and  that  we  frequently  observe 
them  after  an  interval  of  immunity  which  has  extended 
over  many  years,  it  will  be  yet  more  clear  that  they 
constitute  a separate  group.  We  make  no  distinction 
as  to  the  tissues  affected,  asserting  that  all  the  tissues, 
or  any  single  tissue,  may  suffer  in  either  stage.  It 
is  not  a question  of  the  tissue  attacked,  but  of  the 
peculiar  types  assumed  by  the  morbid  process,  which 
constitutes  the  difference. 

As  regards  the  stage  which  I have  ventured  to  name 
intermediate,  it  is  impossible  to  separate  it  definitely 
on  the  one  hand  from  the  secondary,  and  on  the  other 
from  the  tertiary.  As  its  name  implies,  it  stands  be- 
tween the  two,  and  it  partakes  of  the  nature  of  both. 
Its  phenomena  are  sometimes  symmetrical,  at  other  times 
not  so ; some  of  them  disappear  without  specific  treat- 
ment, though  most  of  them  probably  do  not.  This  stage 
may  begin  before  the  secondary  one  is  well  over,  and 
may  be  prolonged  until  that  which  is  definitely  tertiary 
begins.  If  it  were  practicable  to  use  inoculation  as 
a test  of  stage  we  might,  perhaps,  be  able  to  distinguish 
them  more  definitely.  In  the  earliest  stage  the  local 
lesion  is  alone  capable  of  conveying  the  contagion  to 
another  person ; in  the  secondary  stage  the  blood  and 
all  tissue  elements  contain  the  virus,  whilst  in  the 
tertiary  stage  contagion  is,  as  a rule,  not  possible. 
The  precise  date  at  which  the  blood  ceases  to  be  the 
vehicle  of  contagion  might  be  claimed  as  the  end  of 
the  secondary  stage.  In  most  persons  probably  it 
occurs  between  the  end  of  the  first  year  and  that  of  the 
second.  In  some  it  may  be  much  later.  Thus,  then,  I 
think,  we  have  clear  rational  data  for  the  division  of 
the  stages.  In  the  primary  stage  syphilis  is  for  a very 
short  time  a local  disease;  then  in  the  secondary  it  is 
a universal  one,  affecting  both  blood  and  tissues;  and 
finally,  in  the  tertiary,  it  is  a disease  of  tissues  but 
not  of  the  blood,  and  its  manifestations  are  irregular. 
In  most  cases  all  manifestations  are  absent,  and  when 
x 
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they  do  occur  they  are,  in  a strong  if  not  an  absolute 
sense  of  the  words,  local  only. 

The  statements  just  made  must  be  accepted  in  a 
general  sense  and  not  too  literally.  We  cannot  limit 
the  stages  of  syphilis  with  definiteness.  It  is  perhaps 
probable  that  the  perishing  of  the  spirillum  from  the 
system,  whether  under  the  influence  of  specific  treat- 
ment or  by  the  mere  lapse  of  time,  is  accomplished 
not  suddenly  but  by  degrees,  and  that  great  diminution 
in  numbers  and  activity  long  precedes  its  extinction. 
It  is,  further,  possible  that  it  may  linger  in  certain 
tissues  or  certain  organs  long  after  it  has  died  out  in 
most.  That  it  has  its  periods  of  rest  and  recrudescence 
is  also  very  probable.  As  regards  the  primary  symp- 
toms, it  had  long  been  held  by  some  that  induration 
in  the  chancre  should  be  regarded  as  the  first  of  the 
secondary  or  humoral  group.  Experiments  on  apes 
have  confirmed  this,  and  have  proved  that  blood- 
infection  occurs  earlier  than  had  been  suspected,  and 
is  well  advanced  at  the  time  that  specific  induration 
first  becomes  obvious. 

We  must  again,  and  always,  be  on  our  guard  against 
observations  which  are  made  fallacious  by  the  fact  that 
we  now  chiefly  study  syphilis  as  modified  by  mercury, 
not  in  its  spontaneous  development.  I do  not  believe 
that  there  is  any  reason  to  think  that  any  of  the  stages 
or  symptoms  of  syphilis  are  made  more  severe  by  mer- 
cury. It  is,  however,  quite  possible  that  by  inefficient 
and  interrupted  measures  the  stages  may  be  much  pro- 
tracted. The  persistence  of  symptoms,  however,  the 
liability  to  recurrence,  and,  above  all,  the  frequency 
of  tertiary  phenomena,  would  probably  all  be  greater 
if  the  disease  were  left  to  itself. 

The  conditions  which  have  been  mentioned  as  those 
which  are  most  frequent  in  the  intermediate  stage  are 
obviously,  some  of  them,  the  same  in  name  as  those 
which  we  witness  in  the  secondary  period,  whilst  others 
are  those  which  might  have  been  expected  later  on. 
They  are,  however,  usually  different  in  certain  features 
from  their  homologues  in  the  other  stages.  The  erythe- 
matous ringed  eruption,  for  instance,  is  seldom  exactly 
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repeated  in  any  other  period.  The  peeling  patches  in 
the  palms  are  more  superficial,  much  fewer  in  number, 
and  slower  in  development  than  the  psoriasis  which 
sometimes  in  the  secondary  stage  affects  the  same  parts. 
Everything  in  this  stage  is  feebler  in  type,  less  acute 
than  in  the  secondary,  whilst  there  is  much  greater 
proneness  to  wide  diffusion  and  multiplicity  than  in 
the  tertiary. 

A few  words  must  here  be  said  respecting  certain 
cases  in  which  the  secondary  and  tertiary  stages  are 
reputed  to  run  into  one  another,  or  in  which  the  disease 
develops  itself  so  rapidly  that  they  are  not  to  be  distin- 
guished. Rightly  classified,  these  are,  probably,  simply 
cases  in  which  the  specific  has  not  been  successfully 
used,  and  the  secondary  stage  is,  therefore,  persistent 
and  severe.  The  disease  remains  generalised  through- 
out, and  it  never  assumes  the  more  distinctive  local 
peculiarities  of  the  tertiary  stage.  We  must  not  count 
severity  of  local  processes,  that  is,  tendency  to  sup- 
purate or  to  ulcerate  deeply,  as  being  a peculiarity  of 
any  one  stage.  It  may  occur  at  any  period  if  the  treat- 
ment fails  to  curtail  the  malady.  The  treatment  which 
is  almost  always  successful  in  these  cases  confirms  this 
view  as  to  their  nature.  If  we  enable  the  patient  to 
bear  mercury  by  sending  him  to  the  country  or  to  the 
sea,  we  usually  succeed  in  curing  the  disease,  but 
the  liability  to  true  tertiary  symptoms  after  a long 
interval  of  immunity  may  come,  just  as  in  other  cases. 
(See  “Malignant  Syphilis/’  Chapter  Nil.) 

True  tertiary  symptoms. — What  are,  then,  let 
us  now  ask,  the  true  tertiary  symptoms  1 Our  inquiry 
is  as  to  those  to  which  a syphilitic  patient  may  become 
liable  five  or  ten,  or  even  twenty,  years  after  his 
disease,  and  after,  it  may  be,  a long  period  of  good 
health.  We  may  put  aside  for  the  present  some  of  the 
affections  which  Fournier  has  taught  us  to  call  “ para- 
syphilitic,”  and  which  are  mainly  degenerations  result- 
ing from  arterial  disease.  We  shall  find  concerning  the 
rest  that  they  are  mostly  of  the  nature  of  gummata, 
and  that  they  all  possess  the  peculiar  feature  of  ten- 
dency to  local  spreading  to  which,  when  it  shows  itself 
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in  the  skin  or  mucous  surfaces,  the  term  serpiginous  is 
given.  All  of  them,  when  they  recede,  leave  a state  of 
atrophy,  or,  in  a few  instances,  of  sclerotic  hyper- 
trophy, of  the  part  involved.  In  almost  all  we  see  good 
reason  to  believe  that  in  addition  to  the  syphilitic  taint 
some  localising  influence  takes  an  important  share  in 
evoking  the  local  changes.  If  we  attempt  to  enumerate 
some  of  the  chief  affections,  they  are  the  following  : — 

Chronic  and  relapsing  periostitis,  leading  to  osseous 
nodes  or  sclerotic  hypertrophy  of  bone,  or,  in  some 
instances,  to  suppuration  and  necrosis. 

Muscular  nodes,  or  gummata  in  the  substance  of 
muscles,  which  often,  by  their  absence  of  inflammation 
and  comparatively  slow  growth,  simulate  neoplasms. 

Gummata  in  viscera — liver,  testis,  lung,  etc. — slow 
in  progress,  as  just  noted  in  the  case  of  muscles. 

Gummata  in  fibrous  structures  and  in  cellular 
tissues.  The  meninges  of  the  brain  and  spinal  cord, 
the  capsules  of  joints,  and  the  subcutaneous  cellular 
tissue  generally,  are  the  parts  most  likely  to  be  affected. 

Diseases  of  the  skin  of  a lupoid  tj^pe,  i.e.  ser- 
piginous, and  leaving  scars. 

Diseases  of  the  tongue  of  a gummatous  or  simply 
inflammatory  form ; in  either  case  leading  to  sclerosis. 
These  affections  are  so  much  influenced  hy  the  habit  of 
smoking  that  it  is  often  quite  impossible  to  say  how 
much  is  due  to  the  one  and  how  much  to  the  other 
cause.  Superficial  sclerotic  hypertrophy  is  a not  in- 
frequent result;  but  as  regards  this  condition  and 
several  others  formerly  supposed  to  be  due  to  syphilis 
only,  it  is  unquestionable  that  precisely  similar  ones 
may  result  from  smoking  only. 

Aggressive  structural  disorders  of  the  ganglionic, 
conductive,  or  central  parts  of  the  nervous  system,  lead- 
ing to  such  affections  as — 

Tabes  and  its  complications. 

Ophthalmoplegia  externa. 

Ophthalmoplegia  interna. 

General  paralysis  of  the  insane. 

Amaurosis  from  optic  atrophy,  with  various  com- 
plications. 
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Paralysis  of  special  nerves  (the  fifth,  the  facial, 
etc.). 

Conditions  implying  general  tendency  to  tissue 
degeneration,  such  as  amyloid  disease. 

Chronic  inflammations  of  mucous  membranes  in  cer- 
tain regions,  attended  by  thickening  and  ulceration. 
These  occur  especially  in  the  mouth,  pharynx,  rectum, 
and  female  genitals  (esthiomene). 

In  most  of  these  there  is  not  at  any  stage  much 
evidence  of  active  inflammation,  nor  is  there  any  proof 
of  deposit  or  growth  which  might  deserve  the  name  of 
gumma.  No  doubt  a very  chronic  and  slightly  effusive 
form  of  inflammation  is  at  first  present  in  most,  but  it 
gives  place  quickly  to  atrophic  changes.  It  is  possible 
that  in  some — tabes,  for  example — the  first  stage  is 
atrophic  rather  than  inflammatory,  and  due  to  preced- 
ing changes  in  the  smaller  blood-vessels.  There  is  every 
reason  to  believe  that  the  initial  process  is  serpiginous, 
or  locally  infectious,  for  we  find  it  slowly  spreading  to 
adjacent  parts  unless  arrested  by  treatment.  Except- 
ing in  their  early  stages,  some  of  these  affections  are 
not  very  definitely  influenced  by  specific  treatment. 

The  influence  of  specifics  in  flic  treatment  ol 
tertiary  affections  is  variable  and  uncertain.  Some- 
times, as  in  the  case  of  large  gummata  of  the  tongue  or 
of  muscle,  their  power  is  shown  very  quickly,  and  a 
cure  is  easy.  This,  however,  is  by  no  means  the  case  in 
many  of  the  other  tertiary  affections.  Some  of  them 
progress  steadily  in  spite  of  treatment,  or  relapse  very 
speedily  when  it  is  suspended.  In  many,  a distinctly 
beneficial  influence  is  secured  whilst  nothing  like  a 
cure  can  be  obtained.  Especially  is  the  last  statement 
true  concerning  many  affections  of  the  nervous  system 
which  are  remotely  connected  with  syphilitic  taint. 
Thus  the  non-success  of  treatment  can  by  no  means  be 
accepted  as  conclusive  in  regard  to  diagnosis. 

Many  disorders  are  in  real  association  with  a distant 
taint  of  syphilis,  which  yet  do  not  respond  definitely 
either  to  iodide  of  potassium  or  mercury.  In  nearly 
all  cases,  however,  these  remedies  do  some  good,  and  it 
may  easily  be  the  fact  that  they  are  often  laid  aside 
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just  when  definite  benefit  was  about  to  accrue'.  A care- 
ful study  of  the  therapeutics  of  those  lupoid  affections 
of  the  skin  which'  are  due  to  syphilis  will  probably  much 
help  our  conceptions  of  what  takes  place  in  structures 
which  are  hidden  from  our  view.  Syphilitic  lupus  very 
often  does  not  get  well  under  iodide  of  potassium,  but 
vanishes  at  once  when  mercury  is  pushed.  Very  often, 
indeed,  it  gets  almost  well  under  one  or  the  other  of 
these  drugs,  and  the  patient,  satisfied  with  the  result, 
leaves  off  treatment  before  the  cure  is  absolute.  If  the 
least  portion  of  lupous-granuloma-tissue  be  left,  from 
that  the  process  wull  again  spread.  On  the  other  hand, 
if  the  patch  be  quite  sound,  and  nothing  but  healthy 
scar  remain,  then  it  is  very  rare  to  witness  any  relapse. 
In  proof  of  the  resistance  of  this  malady  to  specifics, 
the  fact  may  be  adduced  that  many  cases,  in  spite  of 
treatment  under  different  surgeons,  last  half  a patient’s 
lifetime.  We  have  but  to  apply  to  the  nervous  system 
this  experience  of  the  power  of  resistance  of  syphilitic 
cell-growths  in  the  skin,  and  we  shall  understand  why 
such  maladies  as  ataxy  and  general  paralysis  so  often 
prove  intractable.  Iodide  of  potassium,  given  in  suffi- 
cient doses,  is  usually  very  efficient  in  the  cure  of  ter- 
tiary affections  of  all  kinds.  In  some  respects  and  in 
some  cases  it  seems  even  more  useful  than  mercury.  In 
many  instances,  however,  it  depresses  so  much  that  its 
use  must  be  abandoned,  and,  in  all  such,  mercury 
usually  succeeds.  Whenever  a case  resists  the  iodide, 
and  whenever  it  is  important  to  obtain  a rapid  result, 
the  two  should  be  Combined,  or  mercury  in  combination 
with  tonics  should  be  preferred. 

The  prognosis  of  tertiary  disease  depends 
wholly  upon  the  success  or  non-success  of  our  treatment. 
In  their  own  nature,  all  affections  of  this  class  are  pro- 
gressive, and  show  no  tendency  to  spontaneous  ameliora- 
tion. Even  when  much  helped  by  specifics,  there  is  a 
great  risk  of  relapse.  In  many  cases,  however,  when 
once  a complete  local  cure  is  obtained,  no  relapse  what- 
ever occurs,  and  the  patient  will  remain  well  for  the 
rest  of  life.  In  former  times,  before  the  introduction 
of  the  iodide  of  potassium,  and  when  wTe  knew  less  as 
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regards  the  best  methods  of  using  mercury,  many  cases 
of  tertiary  disease  ended  fatally. 

It  will  be  understood,  from  what  has  been  advanced, 
that  the  diagnosis  of  tertiary  syphilis  is  beset  with 
difficulties.  In  many  cases  it  is  very  easy,  but  in  not 
a few  the  sources  of  fallacy  are  such  that  they  cannot 
be  wholly  overcome.  As  in  the  earlier  stages,  we  still 
find  the  disease  playing  the  part  of  an  imitator.  The 
form  of  tabes  which  occurs  to  the  syphilitic,  and  which 
is  in  part  at  least  due  to  their  former  taint,  is  usually 
closely  similar  to  tabes  when  due  to  other  causes. 
Many  cases  of  syphilitic  lupus  are  exactly  like  common 
lupus,  and  so  are  most  of  the  other  affections.  The 
imitation  is,  however,  very  frequently  at  fault  in  some 
details.  Without  here  going  into  any  detail  as  regards 
the  diagnosis  of  special  affections,  it  may  be  said  in 
general  that  suspicion  should  be  aroused  whenever  a 
chronic  malady  is  irregular  in  its  development  and 
course.  The  syphilitic  simulations  are  seldom  quite 
perfect,  and  they  often  develop  in  a more  rapid  manner 
than  do  their  prototypes.  In  all  such  cases  the  history 
must  be  carefully  inquired  into,  and  upon  it  the  diag- 
nosis must,  in  many  cases,  rest  in  the  first  instance,  to 
be  confirmed  or  otherwise  by  the  results  of  treatment. 

The  following  sentences  to  some  extent  summarise 
or  further  develop  what  has  just  been  said  : — 

That  tertiary  symptoms  of  all  kinds  are  most  prone 
to  occur  when  the  early  treatment  has  been 
delayed,  interrupted,  or  inadequate. 

That  inasmuch  as  they  are  often  single,  very  rarely 
indeed  general,  and  frequently  restricted  to  one 
organ  or  one  tissue,  there  is  but  little  reason 
to  regard  them  as  of  blood  origin,  whether 
toxin  or  other. 

That  they  may  conveniently  be  classed  as  (l)  in- 
flammatory, (2)  degenerative,  or  (3)  gummatous. 

That  for  all  forms  of  gummatous  growth  the  iodide 
of  potassium  internally  and  the  use  locally  of 
such  preparations  as  iodoform,  iodol,  chinosol, 
etc.,  may  be  regarded  as  specific,  and  that  cures 
effected  solely  by  them  are  often  permanent. 
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That  all  conditions  attended  by  inflammatory 
changes,  such,  for  instance,  as  general  paralysis 
of  the  insane,  should  be  treated  without  in- 
termission by  small  doses  of  mercury,  which 
should  be  continued  almost  permanently  (life- 
long courses). 

That  in  its  early  stages  general  paralysis  may  be 
arrested  by  the  use  of  mercury. 

On  certain  results  of  experimental  investiga- 
tion.— Allusion  has  been  briefly  made  at  p.  354  to 
the  relation  between  the  induration  of  a chancre  and 
infection  of  the  blood.  In  former  years  we  assumed 
that  the  virus  of  syphilis  went  through  a period  of 
incubation  at  the  site  of  inoculation  which  preceded 
its  multiplication  and  diffusion  in  the  blood.  Ex- 
periments in  animals  appear  to  have  proved  that  this 
was  an  erroneous  assumption,  and  that  the  blood  may 
contain  the  spirillum  in  abundance  before  any  specific 
changes  can  be  recognised  locally.  Thus  the  chancre 
becomes  much  less  important  than  it  was  formerly 
thought  to  be,  and  cases  in  which  it  is  wholly  absent 
are  more  easily  explained.  There  can  be  no  doubt, 
however,  that  the  processes  which  occur  in  loco  are 
both  peculiar  and  important ; but  it  must  be  admitted 
that  the  risks  of  constitutional  phenomena  (as  well 
tertiary  as  secondary)  are  encountered  independently 
of  the  behaviour  of  the  chancre.  Although  we  regard 
tertiaries  as  being  invariably  the  result  of  what  has 
occurred  in  the  solid  structures  during  the  secondary 
period,  we  are  prepared  to  admit  that  they  may  occur 
when  no  secondaries  have  been  observed.  It  has  even 
been  suggested  that  they  are  sometimes  more  severe 
than  usual  under  such  circumstances.  If  this  is  a 
sequence  which  is  frequently  observed,  it  may  be 
explained  by  remembering  that  very  commonly  such 
cases  escape  treatment  by  mercury,  either  wholly  or 
in  part. 


CHAPTER  XXXVI 

ON  SYPHILITIC  SIMULATIONS  OF  MALIGNANT 

GROWTHS 

There  are  many  conditions  under  which  the  diagnosis 
between  syphilis  and  true  neoplasms  becomes  a matter 
of  great  importance,  and  it  may  be  of  extreme  diffi- 
culty. Instead  of  entering  into  detail  upon  this 
subject  in  connection  with  each  special  organ  and  part, 
it  may  be  convenient  to  introduce  here  a few  general 
statements. 

In  the  first  place,  it  is  to  be  clearly  understood 
that,  even  if  the  previous  occurrence  of  syphilis  does 
not  to  some  extent  predispose  to  cancer,  it  most  cer- 
tainly in  no  degree  prevents  it;  and  thus  it  comes  to 
be  the  fact  that  a clear  history  of  syphilitic  antecedents, 
so  far  from  giving  any'-  help  in  the  diagnosis,  may 
easily,  unless  great  care  be  taken,  become  the  means 
of  leading  us  into  error.  Both  patient  and  surgeon 
when  cognisant  of  this  history  may  be  only  too  willing 
to  believe  that  the  existing  malady  is  solely  of  a 
syphilitic  nature.  Mistakes  of  this  kind  are  of  almost 
daily  occurrence  in  connection  with  chronic  diseases  of 
the  tongue.  The  statistics  are  wholly  wanting  as  yet 
which  w'ould  enable  us  to  give  any  confident  opinion 
as  to  whether  the  damages  the  tissues  receive  from  a 
syphilitic  infection  make  them  more  prone  than  before 
to  take  on  the  erratic  modes  of  growth  which  charac- 
terise neoplasms  and  sometimes  constitute  cancer.  In 
the  case  of  the  tongue,  the  association  of  the  two  is  so 
common  that  it  is  difficult  to  avoid  an  impression  that 
syphilis  must  exercise  some  degree  of  predisposing  in- 
fluence ; nor  are  there  wanting  a certain  class  of  facts 
which  might  incline  the  clinical  observer  to  suspect 
that  the  progress  of  cancer  receives  some  modification 
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when  it  occurs  in  persons  who  have  recently  had 
syphilis. 

The  cases  to  which  1 refer,  in  making  this  statement, 
are  chiefly  examples  of  cancer  of  the  tongue,  of  cancer 
occurring  in  cicatrices  left  by  syphilitic  ulcers,  or  even 
in  the  ulcers  themselves;  and,  lastly,  of  malignant 
disease  of  the  various  viscera.  I have  known  a patient 
attacked  by  symmetrical  sarcoma  of  the  testes,  whilst  he 
was  still  not  free  from  the  phenomena  of  secondary 
syphilis.  In  him,  as  in  some  others  of  the  class  to 
which  I allude,  the  progress  was  unusually  rapid. 
Without,  however,  venturing  to  assert  that  such  cases 
are  more  than  coincidences,  and  fully  admitting  that 
they  are  rare,  I must  yet  emphasise  the  statement 
already  made,  that  the  diagnosis  between  cancer  and 
syphilis,  when  the  new  growth  occurs  in  a patient  who 
has  at  some  former  time  suffered  from  the  latter,  often 
presents  extreme  difficulty.  It  will  clearly  be  the  duty 
of  the  surgeon  in  almost  all  cases  in  which  the  appear- 
ances are  suggestive  of  cancer,  and  yet  there  is  a clear 
history  of  syphilis,  to  allow  the  patient  what  is  called 
“ the  benefit  of  the  doubt,”  and  let  him  have  specific 
treatment. 

The  utmost  care  must  be  taken,  however,  lest,  in 
doing  this,  invaluable  time  be  lost  and  the  patient’s 
interests  sacrificed.  The  measures  adopted  should  be  of 
a thoroughly  efficient  kind,  and,  unless  their  efficacy  is 
promptly  proved,  the  only  way  of  giving  the  patient 
“ the  benefit  of  the  doubt  ” may  be  to  treat  the  disease 
as  cancer.  In  saying  this  I am  assuming  that  all  other 
methods  of  diagnosis,  including  microscopic  examina- 
tion, have  been  exhausted,  and  that  doubt  still  remains. 
As  regards  the  microscope,  it  is,  I fear,  but  seldom  that 
it  will  give  us  much  help  in  cases  of  real  difficulty. 
The  verdict  of  the  histologist  is  as  a rule  clear  and  con- 
clusive in  cases  which  are  well  pronounced,  whilst  in 
those  which  are  not  so  it  is  often  only  negative.  This, 
at  any  rate,  has  been  my  experience  in  cases  of  cancer 
of  the  tongue ; in  which,  more  than  once,  I have  known 
a much-needed  operation  injuriously  deferred  because 
the  microscopic  appearances  were  inconclusive. 
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In  cases  in  which  it  is  desired  to  use  mercury  s»* 
si  iiirsiiis  of  ilisiK'iio*!*,  the  best  plan  will  usually  be 
to  give  small  doses  at  very  short  intervals  (say  every 
two  hours)  or  to  rub  it  in  freely,  and  give  iodide  of 
potassium  by  the  mouth  at  the  same  time.  Under 
this  plan  any  growth,  or  ulcer,  of  syphilitic  origin 
ought,  within  a week  or  ten  days,  to  change  its  features 
in  an  unmistakable  manner.  We  must  not  be  content 
with  a slight  amelioration,  for  it  is  common  enough  for 
such  remedies  to  make  even  a cancerous  growth  less 
painful  for  a time,  or  to  cause  its  surface  to  clean. 
The  patient  will  be  only  too  eager  to  believe  himself 
benefited,  and  the  surgeon,  unless  aware  of  the  fallacy, 
may  allow  himself  to  be  deceived.  I repeat,  then,  that 
ten  days’  treatment,  of  the  kind  alluded  to,  ought  to 
make  any  disease  of  a wholly  syphilitic  nature  assume 
such  a change  of  appearance  that  it  would  be  impossible 
to  doubt.  If  at  the  end  of  that  time  there  is  still  room 
for  question,  it  will,  in  nine  cases  out  of  ten,  be  best 
to  operate.  In  attempting  to  lay  down  rules  for  the 
differential  diagnosis  between  cancer  and  syphilis,  I 
am  most  anxious  to  insist,  as  already  done,  on  its 
extreme  difficulty.  The  surgeon  who  trusts  to  rules,  or 
who  ventures  to  rely,  -with  confidence,  on  his  own  powers 
of  observation  as  regards  minute  differences  of  appear- 
ance between  cancerous  and  syphilitic  ulcers,  will  often 
make  most  serious  mistakes.  Cancerous  processes  may 
be  simulated  by  syphilis  in  the  closest  possible  manner. 

It  is  necessary  to  advert  to  the  difficulties  which 
are  sometimes  presented  by  enlargement  of  the  testis 
or  of  bones,  and  by  gummata  in  muscles  or  viscera  or 
cellular  tissue.  All  of  these  in  turn  present  occasionally 
great  difficulty.  Many  a bone  has  been  excised  with 
the  diagnosis  of  sarcoma  when  the  disease  was  only 
syphilis.  The  simulation  of  new  growths  by  gummata 
developed  in  muscles  is  also  often  extremely  close,  and 
has  led  to  many  mistakes.  In  a well-known  case  which 
occurred  about  forty  years  ago  in  one  of  our  London 
hospitals,  the  scapula  was  excised  on  account  of  a 
tumour  which  the  microscope  subsequently  declared  to 
be  only  gummatous  infiltration  in  the  supraspinatus 
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muscle.  The  patient  recovered,  and  the  subsequent  de- 
velopment of  a node  on  one  clavicle,  which  -yielded  to 
iodide  of  potassium,  confirmed  the  diagnosis  of  the 
histologist.  Gummata  are  also  occasionally  met  with  in 
the  masseter  and  temporal  muscles,  or  in  fact  in  any 
muscle  of  the  body,  which,  from  their  slow  growth  and 
entire  freedom  from  any  inflammation,  may  easily  be 
mistaken  for  tumours.  They  usually  melt  away  very 
quickly  under  specific  treatment. 

Growth  a marked  distinction. — As  a general  rule, 
it  may  be  said  that  we  distinguish  between  a cancerous 
ulcer  and  one  that  is  syphilitic  by  observing  that  in  the 
former  a process  of  growth  precedes  that  of  ulceration, 
whereas  in  syphilis  the  process  is  at  best  only  one  of 
chronic  inflammation.  Without  doubt  this  is  a most 
important  distinction.  In  syphilis  the  edges  of  an 
ulcer  may  be  greatly  indurated,  and  its  base  may  be 
firm,  but  there  are  seldom  any  sprouting  masses  on  the 
surface,  or  any  well-defined  margins  to  the  induration, 
such  as  we  encounter  in  cancer.  Exceptions,  however, 
occur  even  to  this  statement,  and  now  and  then  a 
syphilitic  sore  may  be  covered  with  bossy  masses  of 
firm  granulation  structure  which  closely  resemble 
epithelioma.  I have  seen  on  the  penis  a sore  of  this 
character  which  I was  quite  unable  to  feel  confident 
about,  until  under  the  effect  of  the  treatment  sug- 
gested it  immediately  began  to  heal.  I might  make 
the  same  statement  concerning  several  cases  of  chronic 
ulceration  of  the  lower  lip,  attended  with  thickening 
and  with  a certain  amount  of  papillary  new  growth. 
I possess  more  than  one  drawing  in  which  the  ordinary 
features  of  rodent  ulcer,  its  clean  surface,  and  its 
sinuous  rolled  edge  of  induration,  were  so  exactly 
imitated  by  tertiary  syphilitic  sores  that  we  had  to 
appeal  to  the  results  of  treatment  for  the  diagnosis. 

For  the  most  part  it  will  be  in  cases  of  tertiary 
syphilis  that  the  diagnosis  in  question  becomes  im- 
portant. But  difficulties  are  not  wholly  absent  in  the 
case  of  primary  chancres,  especially  when  they  occur 
in  erratic  positions.  To  mistake  a primary  chancre 
for  cancer  is,  however,  a far  less  serious  blunder  than 
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to  mistake  cancer  for  syphilis.  It  is  not  likely  to  lead 
to  anything  worse  than  the  excision  of  an  unimportant 
portion  of  tissue,  or  to  a delay  (to  be  regretted,  but  still 
not  a matter  of  extreme  importance)  in  the  adoption 
of  specific  measures.  I have,  however,  known  more 
than  one  case  in  which  indurated  primary  sores  were 
actually  excised  under  an  erroneous  diagnosis.  Erratic 
chancres  differ  very  greatly  in  the  conditions  which  they 
create;  it  may,  however,  I think,  be  asserted  that  they 
almost  never  become  papillary,  and  that  as  compared 
with  cancer  they  almost  always  present  a smooth  surface 
and  but  little  secretion.  There  are  cases,  however,  in 
which  the  most  careful  attention  to  these  points  will 
not  help  us. 

Implication  of  tlic  lymphatics. — I have  not 
attached  much  importance  for  diagnostic  purposes, 
between  syphilis  and  cancer,  to  the  presence  or  absence 
of  implication  of  the  lymphatic  glands.  Nothing  can  be 
more  illusory  than  to  teach  that  enlargement  of  the 
lymphatic  glands  is  one  of  the  features  by  which 
cancer  can  be  distinguished  from  other  local  diseases. 
If  we  wait  till  the  existence  of  gland  disease  gives  us 
the  diagnosis,  we  have  in  many  cases  waited  until  the 
case  is  beyond  the  reach  of  treatment.  There  is  no 
doubt,  however,  that  in  any  case  which  comes  under 
observation  late,  and  with  enlargement  of  glands 
already  existing,  we  may  take  this  fact  as  important 
evidence  in  support  of  the  diagnosis  of  cancer.  Neither 
in  secondary  nor  tertiary  syphilitic  lesions  is  it  at 
all  common  for  there  to  be  any  implication  of  the 
lymphatics. 

Syphilitic  sarcocele  ami  cancer  of  flic  testicle. 

—In  a general  way  it  is  not  in  the  least  difficult  to 
diagnose  between  syphilitic  sarcocele  and  malignant 
disease  of  the  testicle.  In  the  latter  the  growth  is  rapid 
and  steadily  progressive,  its  rate  of  progress  indeed 
always  increasing  with  its  size.  There  is  almost  always 
in  some  parts  of  it  pseudo-fluctuation,  and  it  is  usually 
more  or  less  nodulated.  To  the  above  symptoms  we  may 
add  that  the  scrotum  soon  becomes  adherent  and  shows 
a dusky  tint  with  enlargement  of  superficial  veins,  and 
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lastly  that  the  cord  itself  is  often  thickened.  In  all 
these  features'  malignant  tumours  of  the  testis  differ 
from  what  we  find  to  be  the  usual  conditions  of  syphilitic 
disease.  In  the  latter  the  enlargement  is  usually  smooth 
and  free  from  nodulation,  firm  in  all  parts,  not  prone 
to  acquire  adhesion  to  the  scrotum,  and  not  tending  to 
increase  beyond  a certain  moderate  size.  It  is  far 
more  common  to  find  both  testes  implicated  at  once  in 
syphilis  than  in  cancer,  whilst  the  cord  almost  invari- 
ably remains  free. 

It  would  be  tedious  and  probably  but  little  profitable 
to  attempt  to  lay  down  diagnostic  rules  in  respect  to 
enlargements  of  other  viscera,  the  liver,  spleen,  etc. 
It  must  suffice  to  insist  that  the  surgeon  must  never 
forget  how  close  the  simulation  may  be,  and  that  in 
cases  of  suspected  new  growth  in  those  who  have,  at 
some  former  time,  had  syphilis,  it  is  wise  to  try  specifics. 

Deeply-placed  iiiimuiutn. — In  what  has  just  been 
said  as  to  the  diagnosis  between  syphilis  and  cancer, 
we  have  been  chiefly  concerned  with  open  ulcers,  and 
the  difficulties  suggested  were  in  reference  to  epithelial 
cancer.  I have  alluded,  however,  to  other  very  im- 
portant examples  of  bulky  gummata,  deeply  placed, 
in  which  the  simulation  concerns  growths  of  the  sar- 
comatous type.  These  often  develop  very  rapidly,  and 
attain  a large  size.  Nor  is  their  resemblance  to  malig- 
nant neoplasms  confined  to  their  more  obvious  charac- 
ters. They  appear  to  possess  the  power  of  growing  into 
adjacent  structures  and  of  infecting  other  and  distant 
parts.  They  almost  always  become  multiple.  When  they 
are  so  it  is  difficult  to  believe  that  they  have  formed 
independently  one  of  another,  or  that  they  are  due 
to  blood  causation.  The  infective  element  must  be 
something  very  different  from  that  of  the  secondary 
stage,  for  it  produces  peripheral  growth  which  is  sel- 
dom or  never  present  in  the  latter,  and,  besides,  the 
fluids  of  the  patients  in  whom  they  occur  never  cause 
syphilis  in  other  persons.  They  generally  appear  late 
in  the  disease,  and  not  infrequently  in  those  who  have 
enjoyed  a long  period  of  good  health,  and  who  may 
possibly  have  many  healthy  children.  The  way  in  which 


Plate  22. — Ulcerated  and  Sloughing  Gumma 

The  drawing  represents  the  knee  of  a woman  in  the  tertiary  stage 
of  syphilis.  From  the  middle  of  an  ulcer  with  sharply-cut 
borders  is  seen  depending  a wash-leather  slough  of  cellular 
tissue.  The  base  of  the  sore  is  occupied  with  sodden  tissue 
of  a similar  kind  which  is  undergoing  detachment  but  is  not 
yet  loose.  This  is  the  condition  in  which  the  iodide  of 
potassium  internally  with  the  local  use  of  iodoform  is  usually 
promptly  beneficial. 
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they  usually  yield  at  once  to  mercury  and  iodides 
is  almost  the  only  feature  which  distinguishes  them 
from  sarcomata. 

I have  mentioned  elsewhere  (p.  323)  a case  in  which 
a young  adult  had  two  tumours  in  his  liver,  so  large 
that  they  projected  visibly,  and  which  were  at  first 
taken  for  hydatids.  Yet  they  disappeared  quickly  under 
iodide  of  potassium,  and  seven  years  later  the  man 
had  not  had  any  return. 

In  another  case  an  adult  woman,  known  to  be  the 
subject  of  inherited  taint,  had  a lump  in  the  substance 
of  her  tongue  as  large  as  a big  marble,  and  almost  as 
hard.  It  melted  away  under  the  iodide,  and  ten  years 
later  she  had  had  no  return. 

In  cases  which  I have  quoted,  gummata  occurred 
almost  simultaneously  in  liver,  testis,  lung,  and  spleen 
repeatedly,  and  in  several  of  each  of  these  organs  there 
were  more  than  one.  In  one  instance  the  lung  and  liver 
on  the  same  side  were  involved,  and  the  intervening  part 
of  the  diaphragm  was  implicated  just  as  if  by  malig- 
nant incursion.  It  seems  evident  that  the  cell-elements 
in  these  growths  may  become  infective  on  their  own 
account,  and  also  that  they  can  be  conveyed  in  the 
blood-stream. 

What  Is  a gumma  I — It  is  very  necessary  in  order 
to  a clear  understanding  of  tertiary  syphilis  that  we 
should  know'  what  we  mean  by  a gumma.  This  word, 
which  has  come  down  to  us  from  ancient  times,  w'as,  I 
believe,  originally  applied  solely  to  soft,  indolent  swell- 
ings occurring  in  association  with  a syphilitic  taint. 
More  recently  its  meaning  has  been  somewhat  extended, 
and  it  has  been  recognised  that  a gummatous  process 
may  be  present  although  little  or  nothing  that  can  be 
called  a tumour  is  ever  produced.  It  would  perhaps 
assist  our  comprehension  of  the  matter  if  w'e  v-ere  to 
speak  rather  of  “ the  gummatous  process  ” than  of  “ a 
gumma.”  Under  that  term  we  should  include  all  forms 
of  inflammation  attended  by  chronic  swelling,  and  tend- 
ing to  break  down,  which  occur  in  connection  with  a 
syphilitic  taint.  I do  not  know  that  we  gain  much  by 
calling  a gumma  a “granulation  tumour”;  it  is  rather 
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a somewhat  peculiar  form  of  chronic  inflammation.  Its 
peculiarities  consist  in  an  indolent  character,  a ten- 
dency to  produce  swelling,  and  but  little  liability  to 
suppurate.  A gumma  may  break  down  and  soften,  or 
it  may  slough,  but  it  does  not  as  a rule  form  an  abscess 
containing  pus.  We  must  not,  however,  push  these  dis- 
tinctions too  far.  Between  syphilitic  inflammations  in 
which  the  swelling  is  from  the  first  attended  by  con- 
siderable increase  in  vascularity  and  in  which  there  is 
a decided  tendency  to  suppurative  ulceration,  if  not  to 
the  formation  of  a circumscribed  abscess,  and  the  more 
characteristic  gummata,  we  have  all  gradations.  As  a 
rule,  however,  gummata  resemble  new  growths,  rather 
than  inflammations,  in  that  they  are  not  very  vascular, 
are  not  very  painful,  and  are  in  all  stages  slow  and 
indolent.  The  cellular  tissue  is  probably  the  invariable 
site  of  the  gummatous  process.  An  indurated  chancre 
is  an  example  of  one  form  of  gumma.  The  lumps  which 
sometimes  form  in  the  substance  of  the  tongue  or  in 
other  muscles,  and  which  in  some  cases  are  very  hard 
and  closely  resemble  new  growths,  are  our  best  examples 
of  tertiary  gummata. 

Just  as  definitely  as  primary  indurations  melt  away 
under  the  influence  of  mercury,  so  do  these  muscular 
gummata  under  that  of  the  iodide  of  potassium.  It  is, 
indeed,  this  easy  amenability  to  specifics  which  chiefly 
distinguishes  these  “ tumour-gummas  ” from  indepen- 
dent new  growths.  When  a gumma  breaks  down  there 
is  often  disclosed  a sloughy  mass  of  cellular  tissue ; 
and  when  this  separates,  which  it  does  very  slowly  if 
specifics  have  not  been  efficiently  used,  an  unhealthy 
base  will  be  exposed,  and  .there  will  be  a tendency  to 
peripheral  spreading,  with  induration  of  the  walls 
which  may  constitute  a very  close  resemblance  to  a 
cancer-process. 

Something  of  the  gummatous  process  probably 
attends  many  forms  of  syphilitic  inflammation  which 
yet  do  not  earn  the  name  of  gumma.  Such,  for  in- 
stance, are  many  examples  of  syphilitic  lupus  and  of 
the  ulcerative  destruction  of  the  soft  palate  and  adja- 
cent parts  which  occur  in  the  tertiary  stage.  In  these 
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the  tissues  inflame  and  ulcerate  before  any  appreciable 
tumour  has  formed.  The  chronic  infective  inflamma- 
tions of  the  subcutaneous  cellular  tissue,  which  ulcerate 
to  a slight  extent  whilst  they  undermine  widely,  are 
also  gummata.  These  are  often  seen  about  the  knee 
in  women.  Some  of  these  subcutaneous  gummata  are 
often  very  like  sarcomatous  growths.  A very  remark- 
able illustration  of  this  is  recorded  in  my  Archives 
(vol.  viii.,  p.  221).  In  this  instance  a tumour-gumma, 
which  had  been  once  cured  by  iodides,  relapsed,  and 
was  (by  another  surgeon)  excised  as  a new  growth.  It 
relapsed  again,  and  was  again  cured  by  iodides. 

The  gummatous  process  is  certainly  attended  by  the 
development  of  cell-elements  which  are  auto-infective. 
AVhen  of  large  size  a peculiar  condition  of  concentric 
or  exogenous  increase  in  bulk  is  observed.  Whether 
ulcerated  or  not,  gummata  tend  to  spread  by  “ the 
contagion  of  continuity,”  although  but  very  rarely 
requiring  excision.  They  need  to  be  destroyed  just  as 
do  cancers.  The  least  bit  of  gummatous  tissue  left 
living  will  reproduce  the  whole  thing.  On  the  other 
hand,  if  once  a sound  scar  has  replaced  the  gumma  in 
every  part,  there  is  but  very  slight  risk  of  relapse. 

Oiimiiiatn  in  the  secondary  stage. — Gummata 
are  very  rare  in  the  secondary  stage  of  syphilis,  and  the 
longer  the  lapse  of  time  since  the  primary  disease  the 
greater  is  the  probability  that,  if  recurrence  takes  place, 
the  peculiar  features  of  a gumma  will  be  shown.  Under 
these  conditions  they  are  to  be  regarded  as  local,  just 
in  the  same  sense  as  a cancer  is  local.  They  differ,  how- 
ever, from  cancer  in  having  but  little  power  of  infection, 
either  to  the  lymphatic  system  or  the  blood.  Their  in- 
fection is,  like  that  of  the  rodent  ulcer,  limited  to  the 
tissues  in  continuity  with  them.  In  these,  however, 
it  is  often  very  strong,  and  repeated  recurrences  after 
partially  successful  treatment  will  be  witnessed. 

Treatment,  of  gummata. — The  treatment  of  gum- 
mata should  be  based,  as  just  hinted,  upon  the  same 
principle  as  that  of  malignant  new  growths.  They 
should  be  utterly  destroyed.  Fortunately  it  is  not 
needful  to  excise  them.  Their  vitality  is  low  and  is 
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easily  influenced  by  several  different  remedies.  The 
local  use  of  iodoform  will  often  remove  those  which 
are  sufficiently  superficial  to  give  it  adequate  access. 
Iodide  of  potassium  reaching  them  through  the  blood 
will  have  the  same  effect.  An  attack  of  acute  ad- 
ventitious inflammation  artificially  induced,  as,  for 
instance,  by  a free  application  of  nitric  acid,  will  often 
succeed,  and  that  even  when  the  internal  use  of  the 
iodide  has  partially  failed. 

The  important  point  to  bear  in  mind  is  that  every 
particle  of  the  morbid  tissue  must  have  been  brought 
under  effective  influence,  or  the  process  will  be  re- 
initiated. There  is  no  more  tendency  to  the  spon- 
taneous cure  of  tertiary  gummata  than  of  cancer. 

Recurred  chancre. — One  of  perhaps  the  very  best 
illustrations  of  the  gummatous  process  is  to  be  met 
with  in  the  “ recurred  chancre.”  Here  we  may  have, 
after  the  lapse  of  many  years — during  which  the  part 
has  appeared  to  be  in  a state  of  perfect  health — a 
new  induration  form,  of  large  size  and  exactly  like  a 
primary  Hunterian  sore.  The  chief  difference  is,  that 
whilst  the  one  begins  by  an  ulcer  which  indurates,  the 
other  begins  as  an  induration  which  ulcerates.  These 
gummata  are  almost  always  exactly  in  the  site  of  the 
original  sore.  They  are  not  contagious  to  other  persons, 
nor  do  they  infect  the  lymphatic  glands  or  the  blood 
of  the  patient  himself. 

Size  of  gtiiniiiata  ■ relation  to  tlic  period 

of  flic  disease. — There  certainly  appears  to  be  some 
relation  between  the  size  of  a gumma  (its  tumour-like 
tendencies)  and  the  period  of  the  disease.  Big  gum- 
mata (which  are  mostly  either  single  or  few  in  number 
and  well  localised)  are  usually  met  wfith  in  the  late 
stages  of  the  disease ; that  is,  they  are  very  distinctly 
tertiary.  On  the  other  hand,  when  gummata  are  very 
numerous  and  widely  scattered,  they  usually  remain 
small,  and  they  generally  occur  in  a comparatively 
early  stage  of  the  disease.  This  is  well  illustrated  in 
the  case  of  the  scattered  deposits  in  the  choroid. 

We  have  already  commented  on  the  fact  that  gum- 
matous infiltrations  of  the  skin  sometimes  assume 
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cancer-like  proportions.  This  was  illustrated  in  a case 
given  in  detail  below,  in  which  a thickened  mass  was 
excised  under  an  erroneous  diagnosis.  In  another 
instance  recently  under  my  observation  an  indurated 
growth  had  ulcerated,  and  was  freely  excised  (not  by 
myself),  but  when,  a year  later,  a precisely  similar 
one  developed  on  the  opposite  side  of  the  face,  it  was 
cured  by  specific  treatment. 

Sir  S.  Wilks  long  ago  asked  our  attention  to  the 
fact  that,  although  syphilitic  gummata  of  the  viscera 
do  not  suppurate,  but  as  a rule  undergo  caseation 
and  contraction,  yet  they  sometimes  liquefy.  We  are 
familiar  with  the  fact  that  gummata  in  the  cellular 
tissue,  in  the  periosteum,  and  in  the  testis  very  fre- 
quently break  down.  Sir  S.  Wilks  states  that  he  has 
met  with  a gumma  in  the  brain  which  had  liquefied 
into  a thick  fluid  resembling  cream,  and  he  suggests 
that  some  cases  of  rapid  disorganisation  of  the  lung  in 
syphilitic  patients  may  have  been  due  to  disintegration 
of  gummatous  material.  He  mentions  the  case  of  a 
man  suffering  from  syphilis  who  had  a tumour  con- 
taining fluid  in  connection  with  his  liver.  It  was 
tapped,  and  several  ounces  of  a curdy  fluid  were  drawn 
off,  which  did  not  contain  a particle  of  pus.  In  another 
case  a woman,  who  had  suffered  from  liver  disease  and 
jaundice  for  eighteen  months,  finally  died  of  peritonitis. 
A tumour,  the  size  of  a cricket-ball,  was  found  in  her 
liver,  filled  with  a bright  yellow  liquid  containing 
flocculent  masses.  It  was  surrounded  by  gummatous 
material. 

L.tifie  indurated  giimui;i  of  skin  thirty  years 
after  primary  disease ; cure  by  iodides;  relapse; 
diagnosis  of  sareouia  and  excision  ; relapse 
with  ulceration  of  scar;  second  cure  by  iodides. 

—A  tall,  spare  man,  aged  fifty-three,  consulted  me  in 
June,  1893,  for  a hard,  knotty,  cake-like  mass  in  the 
skin  and  subcutaneous  cellular  tissue  of  his  left  thigh 
It  was  placed  a little  above  the  great  trochanter,  and 
was  almost  as  large  as  an  outspread  hand.  It  gave  him 
no  pain  unless  exposed  to  pressure.  He  was  sure  that 
it  had  been  present  at  least  two  years,  and  said  that  it 
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was  slowly  increasing.  He  thought  that  it  had  followed 
a bruise  received  in  a fall.  I wrote  in  my  notes,  “ It 
is  either  a gumma  or  a sarcoma,  possibly  a periphlebitic 
gumma.”  The  patient  acknowledged  having  had  in  his 
youthful  days  a chancre  for  which  he  took  mercury ; 
but  as  far  as  he  could  remember  no  secondaries  fol- 
lowed, and  he  had  had  good  health  ever  since.  He  was 
married,  and  had  a healthy  daughter  and  a grand- 
daughter. It  was,  he  said,  certainly  more  than  thirty 
years  since  the  chancre.  I prescribed  the  three  iodides, 
and  three  months  later  was  able  to  record,  “ Under  the 
iodides  the  mass  quickly  melted  away.  Only  some  knots 
like  hazel-nuts  now  remain.  He  has  been  in  excellent 
health.” 

After  this  I saw  nothing  of  the  patient  for  two  years 
and  a half,  when  he  came  with  a very  large  scar  on  his 
buttock,  around  which  was  much  thickening  of  exactly 
the  same  character  as  that  which  I had  seen  before.  His 
history  was,  that  about  a year  after  the  iodides  had 
cured  him  the  induration  relapsed,  and  he  put  himself 
under  the  care  of  a surgeon,  who  confidently  pronounced 
it  malignant  and  persuaded  him  to  have  it  excised. 
To  this,  in  spite  of  the  fact  that  drugs  had  cured  him 
before,  he  submitted.  A microscopic  examination  of  the 
supposed  growth  was  made,  but  with  a negative  result. 
The  wound  healed  fairly  well,  but  with  the  subsequent 
result  above  noted,  that  renewed  growth  and  infiltra- 
tion took  place  and  several  ulcers  formed. 

I again  prescribed  the  iodides,  and  with  a yet  more 
rapid  result  than  before.  In  the  course  of  about  a 
month  the  ulcers  had  healed  and  all  traces  of  the 
gumma  had  disappeared,  the  scar  and  its  surroundings 
being  sound.  The  patient  has,  I believe,  subsequently 
remained  without  relapse. 

The  two  cures  by  iodides,  and  the  relapse  when  this 
treatment  was  abandoned,  may  be  allowed  to  be  con- 
clusive evidence  as  to  the  real  nature  of  the  malady. 
The  case  affords  an  interesting  example,  not  alone  of  the 
difficulties  of  diagnosis,  but  of  the  nature  of  the  more 
typical  forms  of  tertiary  gumma.  It  was  a quite  local 
infection  of  adjacent  tissues,  steadily  aggressive,  show- 
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ing  no  tendency  to  spontaneous  cure,  but  yielding  most 
readily  to  the  specific.  The  interval  which  had  been 
passed  since  the  primary  disease  was  unusually  long, 
and  during  the  w’hole  of  it  there  had  never  been  the 
slightest  indication  of  taint. 

Whilst,  as  has  been  already  said,  these  growths  in 
several  remarkable  respects  resemble  neoplasms,  they  at 
the  same  time  retain  their  alliance  with  inflammatory 
products.  Although  they  very  rarely  suppurate,  they 
often  cause  plastic  effusion  on  the  surface  of  the  organ 
implicated.  Thus  the  liver  or  the  spleen  may  become 
firmly  adherent  to  the  diaphragm,  and  a layer  of  lymph 
has  been  observed  on  the  surface  of  the  heart  when 
affected  with  syphilitic  infiltration.  Although  these 
tumours  do  not  form  abscesses  in  the  proper  sense  of 
the  word,  they  often  break  down  and  liquefy.  This  is 
precisely  what  occurs  not  unfrequently  in  malignant 
growths.  The  large  gland-masses  which  frequently  result 
from  epithelial  cancer  will  break  down  and  form  a 
thin  gruel-like  liquid.  Like  the  carcinomata  the  syphi- 
loma grows  peripherally,  and  may  branch  out.  It  also 
produces  satellites,  and,  in  very  rare  instances,  may 
apparently  affect  distant  organs.  It  never,  however, 
causes  implication  of  lymphatic  glands,  and  the  prompt 
response  to  specific  treatment  is  a very  remarkable 
and  distinctive  feature.  It  is  quite  possible  that  when 
gummata  are  multiple  at  a distance  from  each  other 
they  are  independent.  It  would  appear  probable  that, 
although  certainly  locally  infective,  the  area  of  possible 
infection,  other  than  in  continuity,  is  very  limited. 

The  very  remarkable  efficacy  of  iodide  of  potassium 
in  the  removal  of  gummata,  and  its  superiority  to 
mercury,  is  such  as  almost  to  constitute  a characteristic 
feature.  My  theory  as  to  the  causation  of  all  gummata 
is  that  they  are  developed  in  the  sites  of  former 
(secondary)  disease. 


CHAPTER  XXXVII 


DISEASES  OF  BONES  AND  JOINTS 

Sclerosis  of  hones. — Nearly  all  our  pathological 
museums  contain  specimens  of  thick,  heavy  bones,  much 
enlarged  in  almost  their  entire  length,  much  increased 
in  density,  and  having  their  surfaces  roughened.  The 
enlargement  is  usually  fusiform,  and,  although  in- 
volving a large  extent  of  the  shaft,  preponderates 
towards  one  or  the  other  end.  There  is  often  no 
local  bulging  in  the  ordinary  form  of  a node.  These 
bones  are  probably  almost  always  those  of  syphilitic 
subjects.  In  some  cases  they  may  represent  the  results 
of  osteitis  from  inherited  syphilis ; but  more  usually 
they  are  from  those  who  have  suffered  from  the  acquired 
form.  Concerning  the  specimens  themselves,  there  is 
often  no  history  to  be  obtained,  and  I cannot  say  that 
I have  ever  had  the  opportunity  of  securing  such  a 
bone  from  a case  in  which  the  history  was  previously 
known.  I have,  however,  treated  several  patients  in 
late  stages  of  syphilis  for  long-persisting  aching  in 
bones,  attended  with  fusiform  enlargement.  The  pro- 
cess is  usually  very  chronic,  difficult  to  influence  by 
treatment,  and  very  prone  to  relapse  after  apparent 
cure.  The  femur  is  the  bone  most  often  affected. 
The  disease  is  a chronic  osteitis  producing  sclerosis, 
and  not  exclusively  a periostitis. 

I may  quote  one  case  as  being  probably  an  example 
of  the  disease  to  which  I refer.  The  patient  was  a 
robust  man,  who  had  suffered  from  syphilis  many  years 
before  I saw  him.  He  was  under  my  treatment  for  a 
long  period  on  account  of  relapses  of  pain  in  his 
femora.  Sometimes  one  bone  would  be  affected,  some- 
times another,  and  they  would  ache  intolerably.  He 
was  often  kept  awake  a whole  night,  and  had  got 
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into  the  habit  of  taking  opiates.  Iodide  of  potassium 
did  but  little  for  his  relief,  and  we  were  usually 
obliged  to  give  mercury.  The  left  femur  was  very  de- 
cidedly thickened,  the  thickening  involving  chiefly  the 
lower  part,  but  extending  above  the  middle.  On  several 
occasions  I pushed  mercury  to  ptyalism,  with  the  result 
that  the  pain  for  a time  left  him,  but  it  usually  soon 
returned.  It  was  bad  both  day  and  night,  but  worse 
during  the  night.  In  addition  to  the  osteitis  of  his 
femora,  he  had  much  pain  in  the  dorsal  and  cervical 
vertebrae.  Spondylitis  deformans  appeared  to  be  in 
progress.  He  had  suffered  from  gonorrhoea  as  well  as 
syphilis,  and  it  was  after  the  gonorrhoea  that  the  pain 
in  the  back  began. 

About  two  years  after  I first  saw  this  patient,  and 
after  he  had  been  repeatedly  relieved  of  the  pain  in 
the  bone  by  treatment,  he  was  suddenly  attacked  by 
intense  pain  in  his  head.  The  pain  was  never  absent 
day  or  night,  but  was  worse  between  midnight  and 
four  in  the  morning.  These  hours  were  usually  spent 
in  walking  up  and  down  stairs;  about  four  o’clock 
he  could  get  to  sleep.  Neither  iodide  of  potassium  nor 
mercury  did  anything  for  the  relief  of  this  pain ; 
and  after  it  had  lasted  for  about  a fortnight  he  became 
hemiplegic,  passed  into  coma,  and  so  died.  I did  not 
see  him  during  this  illness,  the  particulars  of  which 
were  subsequently  supplied  to  me.  No  node  of  the 
skull  was  perceptible  externally.  I did  my  best  to 
obtain  a post-mortem  (hoping,  amongst  other  points  of 
interest,  to  secure  the  femora),  but  was  not  successful. 
It  is  not  improbable  that  inflammatory  effusion  be- 
tween the  skull  and  dura  mater  occurred,  and  that 
conditions  resulted  very  similar  to  those  exhibited  in 
PI.  xxxv.  of  my  Clinical  Illustrations.  The  intoler- 
able severity  of  the  headache  was  very  similar  in  the 
two  cases. 

The  relation  of  osteitis  deformans  to  inherited 
syphilis.  —The  disease  known  as  osteitis  deformans, 
which  has  been  so  ably  described  by  Sir  James  Paget, 
has  probably  in  its  most  typical  forms  no  connection 
with  syphilis.  In  these  cases  the  bones  soften,  enlarge, 
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and  bend ; and  the  patient,  usually  an  adult,  or  past 
middle  life,  loses  very  considerably  in  his  stature.  The 
close  simulation  of  this  malady  in  connection  with 
acquired  syphilis  is  considered  at  a subsequent  page. 
But  cases  which  may  easily  mislead  are  not  at  all  un- 
common as  consequences  of  inherited  taint.  Children 
from  the  age  of  six  to  ten  or  fourteen  appear  to  be  the 
most  prone  to  suffer  from  bone-disease  of  a syphilitic 
nature.  At  this  period  of  life  multiple  periostitis  of 
a very  extensive  kind  is  not  uncommon.  The  disease 
is  very  chronic,  lasting  for  years,  and  leading  to  over- 
growth in  length,  as  well  as  to  enlargement.  The  tibia 
is  the  bone  most  frequently  and  most  severely  affected, 
and  it  may  bend  forwards  until  it  closely  resembles  the 
conditions  both  of  osteitis  deformans  and  of  rickets.  In 
former  days  such  cases  were  very  frequently  treated  as 
rickets.  Not  only  do  the  bones  bend  in  reality,  but  the 
appearance  of  bending  may  be  exaggerated  by  the 
formation  of  a series  of  long  smooth  nodes  on  their 
front  surfaces.  There  is  almost  always  present  also 
overgrowth  in  length,  and  sometimes  one  tibia  may  be 
an  inch  and  a half  or  two  inches  longer  than  its  fellow. 
The  diagnosis  from  rickets  is  usually  made  easy  by 
attention  to  the  history  of  the  case,  and  also  by  observa- 
tion of  the  irregularity  with  which  the  affected  bone 
is  thickened.  In  rickets  there  is  no  lengthening;  while 
lengthening  is  often  a prominent  feature  in  this  syphi- 
litic form  of  osteitis  deformans.  I have  seen  many 
good  examples  of  the  latter  disease,  and  have  often  had 
occasion  to  discuss  the  question  of  diagnosis.  Although 
the  malformations  of  the  teeth  are  often  present,  they 
are  not  infrequently  absent,  and  if  the  history  chance 
to  be  denied,  or  be  unobtainable,  the  diagnosis  may 
become  subject  to  some  doubt.  My  conviction,  from 
the  observation  of  a good  many  cases,  is  that  the 
disease  itself  makes  the  diagnosis ; and  that  the  multiple 
chronic  periostitis  of  childhood  and  adolescence,  at- 
tended with  overgrowth  and  thickening,  is  always 
syphilitic. 

One  of  the  most  remarkable  examples  of  this  disease 
that  I have  seen  was  under  the  care  of  Mr.  Machin  in 
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St.  Thomas’s  Hospital,  and  was  exhibited  by  him  at  a 
meeting  of  the  Clinical  Society.  In  this  case — the  sub- 
ject of  which  was  a lad  of  about  fifteen — almost  all  the 
long  bones  were  affected.  The  teeth  were  well  formed, 
and  the  family  history  was,  I believe,  negative.  There 
were,  however,  large  nodes  on  the  lad’s  skull,  some  of 
which  had  softened.  A node  on  one  tibia  had  also 
ulcerated.  The  general  conditions  were  such  that  I 
confess  that  I could  not  have  doubted  the  diagnosis  of 
inherited  syphilis,  whatever  the  facts  of  the  history 
might  have  been. 

The  case  of  a young  man  whose  photograph  I 
possess  afforded  a good  illustration  of  what  has  been 
said.  In  him  the  physiognomy  and  the  teeth  were  well 
marked,  his  nose  being  more  than  usually  sunken. 
His  septum  was  partly  destroyed,  and  so  also  was  his 
uvula,  and  his  soft  palate  had,  as  a consequence  of 
ulceration,  contracted  adhesions  to  the  pharynx.  His 
irides  were  of  steel-grey  hue,  and  his  pupils  small.  He 
had  been  through  an  attack  of  keratitis.  I cannot  say 
anything  about  his  family  history,  but  the  evidence 
will  probably  be  deemed  conclusive  without  it.  Now, 
the  affection  for  which  he  was  sent  to  me  was  a some- 
what unusual  one  in  connection  with  inherited  taint. 
Both  his  femora,  but  especially  the  right,  were  much 
enlarged  by  chronic  periostitis  in  their  lower  halves. 
The  condition  was  that  of  general  fusiform  enlarge- 
ment, coming  down  very  nearly  to  the  knee-joint,  and 
shading  off  gradually  above  the  middle  of  the  bone. 
There  was  present  also  some  slight  thickening  of  the 
tibiae,  and  here  again  it  was  chiefly  on  the  right  side. 
Now,  periostitis,  with  the  result  of  osseous  nodes,  is 
common  enough  in  the  childhood  of  those  who  suffer 
from  inherited  taint,  but  the  tendency  to  it  usually 
ceases  about  puberty;  whereas  our  patient  was  twenty- 
eight,  and  it  appeared  to  be  aggressive. 

Some  French  authorities  have  gone  the  length  of 
attributing  Paget’s  disease,  in  all  forms,  to  inherited 
taint.  My  own  experience  does  not  support  this 
view.  I have  seen  many  instances  of  typical  osteitis 
deformans  in  adults,  and  do  not  recollect  in  any 
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single  case  having  recognised  the  physiognomy  of  in- 
herited syphilis,  nor  have  I in  any  instance  in  which 
I recognised  the  latter  malady  seen  any  more  close 
simulation  of  osteitis  deformans  than  in  the  cases  I 
have  recorded.  The  cases  of  chronic  osteitis  which 
occur  in  connection  with  inherited  disease  usually  come 
to  an  end  as  age  advances,  and,  although  many  bones 
may  be  involved,  there  is  not  the  wide  and  symmetrical 
distribution  which  occurs  in  Paget’s  malady.  Above 
all,  there  is  not  the  increase  in  the  size  of  the  skull 
which  is  such  a conspicuous  feature  of  the  latter.  In 
reference  to  the  acquired  disease,  I think  it  highly  prob- 
able that  characteristic  examples  of  osteitis  deformans 
sometimes  take  their  origin  from  it.  At  any  rate,  it 
has  repeatedly  happened  that  I have  had  to  note  a 
history  of  syphilis  in  early  life  in  those  who,  in 
early  senile  periods,  began  to  display  the  symptoms  of 
osteitis  deformans.  In  some  of  these,  however,  there 
were  minor  features  of  difference  of  type — such,  for 
instance,  as  the  omission  of  any  marked  enlargement 
of  the  cranium.  Sometimes  there  would  be  more  than 
usual  liability  to  nocturnal  pains,  which  would  be  re- 
lieved by  iodides  more  definitely  than  in  the  non-specific 
cases.  My  impression  respecting  the  essential  pathogeny 
of  Paget’s  malady  is  that  an  inherited  tendency  to 
malignant  neoplasms  is  often  present,  and  that  a bruise 
or  other  injury  to  some  single  bone  is  usually  its. 
exciting  cause.  The  injured  bone  sheds  into  the  blood- 
stream elements  which  prove  infective  to  other  bones. 
A precisely  similar  order  of  causation  may  occur 
when  syphilis  is  the  predisponent,  with  the  difference 
that  the  changes  are  much  more  amenable  to  specific 
treatment. 

Dactylitis  syphilitica.  — Under  this  term,  Dr. 
Taylor,  of  New  York,  has  proposed  to  recognise  the 
chronic  forms  of  periostitis  and  osteitis  which  are  occa- 
sionally met  with  in  the  phalanges  in  connection  with 
syphilitic  taint.  They  may  occur  both  from  acquired 
and  inherited  disease,  and  are  always  very  chronic. 

The  swelling  is  usually  greatest  on  the  dorsal  aspect, 
but  may  surround  the  bone.  The  first  phalanx  is  most 
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often  affected,  but  the  metacarpal  bone,  or  any  of  the 
distal  phalanges,  may  be  its  seat.  The  adjacent  joints 
may  be  involved.  The  swelling  is  sometimes  globular, 
and  may  assimilate  a cartilaginous  tumour,  but  its 
comparative  softness  will  generally  suffice  for  diag- 
nosis. Many  authors  have  recorded  cases  : Chassaignac, 
Nelaton,  Volkman,  Berg,  Dr.  Perry,  of  Philadelphia, 
and  Dr.  Morgan,  of  Dublin. 

The  affection,  however,  is  not  a common  one.  It  may 
lead  after  interstitial  absorption  to  much  shortening 
of  the  affected  digit. 

Ulcerated  nodes  and  exfoliation  ol  bone  in 
connection  with  inherited  syphilis.  — It  is  but 

rarely  at  the  present  time  that  we  see  cases  of  ulcerated 
nodes  in  connection  with  acquired  syphilis.  The  ex- 
tensive disease  of  the  cranium  with  which  our  fore- 
fathers were  so  familiar,  and  specimens  of  which 
abound  in  our  museums,  is  now  pretty  much  a matter 
of  history.  This  result  is  due  chiefly,  no  doubt,  to 
the  introduction  of  iodide  of  potassium  into  practice. 
In  cases  of  periostitis  from  inherited  syphilis,  the  diag- 
nosis is  unfortunately  sometimes  at  fault,  and  the 
iodide  is  either  not  given  at  all  or  not  given  with 
sufficient  perseverance.  It  is  true  that  in  the  periostitis 
of  inherited  syphilis  the  iodide  does  not  act  so  promptly 
as  in  that  which  is  due  to  acquired  taint;  but  still 
it  remains  the  remedy  in  which  we  must  put  our  con- 
fidence. The  periostitis  of  inherited  syphilis  which 
leads  to  suppuration  but  seldom  occurs  in  infancy. 
It  is  a little  under  or  about  the  age  of  puberty  that 
there  is  the  most  danger  that  periosteal  nodes  will 
become  large,  break  down,  and  lead  to  exfoliation. 
The  case  which  first  drew  my  attention  strongly  to  the 
subject  of  inherited  syphilis  at  adolescent  periods,  and 
to  the  importance  of  its  diagnosis  from  struma,  was 
one  of  this  kind.  The  patient  was  a boy  of  twelve,  the 
eldest  son  of  a clergyman  who  had  married  a widow 
lady  who  had  had  syphilis.  This  poor  boy  had  his 
skull  laid  bare  at  many  places  by  suppurating  nodes, 
and  in  the  end  died  of  lardaceous  disease. 

More  recently  I saw  under  the  care  of  Mr.  Bryant, 
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at  Guy’s  Hospital,  a case  in  which  the  pulsation  of  the 
brain  beneath  was  visible  under  a large  scar  in  the  left 
parietal  region.  The  history  was  that  a suppurating 
node  had  followed  a blow  on  the  head,  and  that  a 
large  portion  of  bone  had  exfoliated.  The  patient  wras 
a lad  of  fifteen,  whose  physiognomy  was  characteristic 
and  teeth  malformed,  and  whose  eyes  had  suffered 
very  severely  indeed  from  interstitial  keratitis.  The 
repair  under  specific  treatment,  so  far  as  the  bone  was 
concerned,  had  been  most  satisfactory. 

Hereditary  syphilis ; enlargement  and  partial 
displacement  backwards  of'  the  head  ot  each 
radius. — D.  - — -,  aged  twenty-eight,  was  sent  by  Mr. 
Waren  Tay,  on  September  8th,  1875.  He  had  been  in 
the  London  Hospital  for  some  trivial  ailment.  There 
was  considerable  haze  of  both  cornese  from  severe  old 
interstitial  keratitis.  The  pupils  were  sluggish,  and 
the  left  more  so  than  the  right.  There  were  slight 
dots  of  whitish  deposit  on  each  lens-capsule,  but  no 
synechise  were  observed.  The  refraction  was  highly 
myopic  in  both  eyes,  and  there  was  a considerable 
posterior  staphyloma.  The  retinal  veins  and  arteries 
were  normal.  There  was  abundant  evidence  of  old 
peripheral  choroiditis.  Most  of  the  patches  showred 
accumulations  of  black  pigment.  There  were,  however, 
a few  patches  of  atrophy  of  the  choroid  without  any 
pigment.  The  irides  were  of  a blue  colour,  whilst  the 
hair  -was  of  a darkish-brown  shade.  There  were  a few 
dense,  circumscribed,  floating  bodies  in  each  vitreous. 
The  teeth  were  screwdriver-shaped.  The  patient  could 
hear  well.  The  physiognomy  was  not  by  any  means 
characteristic.  There  was  slight  enlargement  of  the  inner 
part  of  the  right  patella,  the  result  of  a small  wound 
into,  or  close  to,  the  knee-joint  some  years  previously, 
and  the  joint  was  much  swollen.  The  left  outer  mal- 
leolus was  considerably  larger  than  the  right.  There 
were  not,  however,  any  nodes  on  the  tibiae.  He  was 
said  to  be  an  only  child.  There  had  been  one  mis- 
carriage after  he  was  born.  So  far  as  he  was  aware, 
he  had  never  had  any  inflammation  of  the  elbows  or 
ankles.  The  enlargements  at  the  elbows  had  existed  just 


Plate  24.— Ossifying  Periostitis  in  Inherited  Syphilis 

The  subject  of  this  portrait  was  an  adolescent  lad  who  had 
suffered  from  inherited  syphilis  and  in  whom  many  of  the 
long  bones  had  been  affected  with  periostitis.  The  contour  of 
the  right  arm,  enlarged  by  fusiform  hypertrophy  of  several 
bones  but  especially  of  the  humerus,  is  well  shown.  There 
is  usually  overgrowth  in  length  as  well  as  in  girth.  In  the 
early  stage  the  periostitis  is  amenable  to  treatment  by  the 
iodides,  hut  after  a certain  duration  ossitic  solidification 
ensues  and  is  permanent.  Even  in  this  later  stage  the  use  of 
mercury  may  be  beneficial,  and  may  relieve  the  troublesome 
aching. 

(From  Hutchinson’s  “Clinical  Illustrations,”  Plate  ix.) 
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as  when  we  saw  him  as  long  as  he  could  recollect.  At 
each  elbow  the  head  of  the  radius  was  very  considerably 
enlarged  and  projected  backwards.  That  of  the  right 
radius  was  the  larger  of  the  two. 

Synovitis  in  association  with  inherited  syphi- 
lis and  interstitial  keratitis.- — Although  I do  not 
find  in  my  work  on  “ Syphilitic  Diseases  of  the  Eye 
and  Ear,”  published  in  1863,  any  special  mention 
of  affections  of  the  knee-joints  in  association  with 
keratitis,  I feel  confident  that  I had  observed  it  long 
before  that  date.  Very  soon  after  the  original  observa- 
tion that  the  form  of  keratitis  known  as  “ interstitial  ” 
was  due  to  inherited  taint,  there  came  the  additional 
one  that  symmetrical  synovitis  of  the  knee-joints  not 
infrequently  attended  it.  I at  first  thought  that  it  was 
always  secondary  to  the  keratitis,  and  due  probably  to 
infective  elements  derived  from  the  cornea.  Several 
observers,  however — Mr.  Glutton,  Dr.  Melville  Dunlop, 
Dr.  Sutherland,  and  others— have  established  the  fact 
that  the  synovitis  sometimes  precedes  the  keratitis,  and 
sometimes  even  stands  alone.  These  facts  were  acknow- 
ledged in  my  first  edition.  This  form  of  synovitis  has 
now  assumed  an  importance  of  its  own,  and  Dr.  Suther- 
land goes  so  far  as  to  say  that  he  would  regard  the 
presence  of  painless  synovitis  of  both  knees  in  a boy 
of  twelve,  and  scarring  of  the  nose  and  lips,  as  sufficient 
to  establish  the  diagnosis  of  syphilis.  As  a rule,  this 
form  of  synovitis  is  as  definitely  transitory  and  as  con- 
stantly bilateral  as  is  the  keratitis  itself.  In  the  great 
majority  of  cases  it  begins  in  the  knee-joints,  and  is 
confined  to  them,  but  sometimes  the  wrists  or  some  other 
of  the  large  joints  are  affected.  A free  effusion  of  fluid 
with  comparatively  little  pain  is  the  characteristic 
symptom.  ‘If  I were  to  speak  from  my  own  experi- 
ence— and  I find  nothing  recorded  by  others  which 
would  negative  it — I should  say  that  there  is  almost 
always  the  history  of  inherited  tendency  to  arthritic 
maladies.  The  treatment  should  probably  take  cognis- 
ance of  this  fact.  In  addition  to  iodide  of  potassium, 
quinine  and  aspirin  should  be  given.  I doubt  whether 
it  is  judicious  to  insist  on  rest  if  movement  does  not 
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cause  pain.  An  iodide  of  potassium  lotion  used  as  a 
water  dressing,  or  as  an  addition  to  the  Droitwich  salt 
pack,  is  most  useful.  All  observers  agree,  however, 
that,  like  keratitis,  the  synovitis  tends  to  spontaneous 
recovery.  As  a rule  it  does  not  relapse,  but  a few 
cases  have  been  recorded  in  which  recurrence  took  place 
after  an  interval  of  several  years.  I have  had  no  ex- 
perience of  intractable  or  protracted  cases,  and  am 
inclined  to  deprecate  over-activity  in  treatment,  such 
as  tapping  or  drainage.  Affections  of  single  joints 
only  are  probably  as  infrequent  as  are  those  of  one 
eye  only  in  keratitis. 

Examples  of  synovitis  in  young  persons  of  arthritic 
ancestry  are  common  enough  quite  independently  of 
syphilis.  The  knees  are  the  joints  usually  affected,  and 
treatment  by  the  salt  pack,  with  quinine,  etc.,  inter- 
nally, usually  results  in  satisfactory  relief.  I have 
never  in  any  such  case  found  it  necessary  to  resort 
to  tapping,  and  not  often  to  the  use  of  blisters. 
Reluctance  to  recognise  a mixed  causation  in  the  cases 
attributed  to  syphilis  is  much  to  be  regretted.  It  does 
not  appear,  in  any  of  the  published  narratives  of  such, 
that  any  inquiry  was  made  as  to  the  family  history 
in  reference  to  rheumatism  and  gout. 

Syphilitic  disease  or  gout! — In  reference  to 
syphilitic  disease  of  joints  the  case  of  a military  officer 
is  of  interest.  He  is  now  (1909)  sixty-two  years  of  age, 
and  in  excellent  general  health.  At  his  left  elbow  the 
ulna  is  ankylosed  to  the  humerus  at  right  angles,  but 
the  rotation  of  the  head  of  the  radius  is  free,  with 
much  crackling  on  motion.  There  is  not  the  slightest 
swelling  or  thickening  of  parts.  His  right  knee  has 
been  for  the  last  fifteen  years  considerably  swollen, 
with  distension  of  the  supper  synovial  pouch  and  much 
melon-seed-like  crackling  on  motion.  The  question  is 
whether  his  arthritis  is  of  syphilitic  origin  or  not. 
Forty  years  ago,  when  his  elbow  was  first  inflamed, 
it  was  diagnosed  by  the  leading  surgeon  of  the  day 
as  syphilitic,  and  much  treatment  was  adopted  on 
that  hypothesis.  Subsequently,  however,  the  diagnosis 
was  abandoned,  and  advice  was  given  to  let  the  joints 


Plate  25.— Hypertrophy  with  Elongation  consequent  on 

Periostitis 

This  photograph  illustrates  the  now  well-known  fact  that 
periostitis  in  a growing  bone  may  cause  not  only  thick- 
ening but  actual  increase  in  length.  This  is,  as  might 
be  expected,  seen  almost  exclusively  in  the  periostitis  of 
inherited  syphilis.  In  the  subjects  of  this  taint  it  is  not 
uncommon.  Its  most  frequent  site  is  the  tibia,  and  the  term 
“ sabre-shaped  ” has  been  given  to  the  form  not  infrequently 
resulting  from  overgrowth  and  bending.  The  condition  used 
formerly  to  be  mistaken  for  rickets.  The  illustration  shows 
the  tibia  alone  involved,  both  as  regards  thickening  and 
elongation. 

(The  photograph  was  given  to  the  Author  by  Dr.  Edmonds,  of  St. 

Thomas’s  Hospital. ) 


Plate  25. 
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stiffen.  Ankylosis  followed,  and  there  was  never  any 
relapse. 

There  is  abundant  history  of  gout  in  the  patient’s 
family,  and  it  is  by  no  means  certain  that  he  ever  had 
syphilis.  He  had  in  early  life  a troublesome  chancre 
and  open  bubo,  but  never  any  secondary  symptoms.  I 
have  known  him  for  more  than  twenty  years,  and  have 
never  seen  anything  suggestive  of  tertiary  symptoms. 

My  belief  is  that  the  arthritis  in  this  case  never 
had  any  connection  with  syphilis,  but  was  of  the  nature 
of  rheumatic  gout  throughout.  The  sound,  bony  anky- 
losis, without  tendency  to  relapse,  which  has  occurred  in 
the  elbow  is  exactly  like  what  is  often  witnessed  after 
subacute  attacks  of  gout,  and  the  present  state  of  the 
knee  is  equally  characteristic  of  another  phase  of  that 
disease.  Even  on  the  hypothesis  that  syphilis  has  had 
some  share,  it  must,  I think,  be  granted  that  the 
inherited  diathesis  of  gout  has  preponderated.  The 
case  is  a good  specimen  of  others  which  I have  seen, 
in  which  friends  of  mine  have  diagnosed  syphilitic 
disease  of  joints.  In  all  there  has  been  a family  his- 
tory of  arthritis,  and  there  has  been  little  or  nothing 
to  distinguish  the  case  from  one  of  the  arthritic 
group. 

Suppuration  in  joints  in  inherited  syphilis. 

— Mr.  Arbuthnot  Lane  brought  before  the  Pathological 
Society,  in  1885,  a case  of  a child,  aged  eight  weeks, 
who  had  suffered  from  a severe  syphilitic  eruption  for 
two  weeks.  Acute  suppuration  was  found  in  many  of 
the  large  joints,  but  without  any  disease  of  the  epi- 
physes. It  may  be  questioned  whether  the  synovitis  was 
syphilitic  or  pysemic. 
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Evolution  of  hereditary  syphilis.— A very  usual 
course  when  syphilis  is  inherited  is  for  the  foetus  to 
remain  quite  healthy  during  its  intra-uterine  life.  At 
the  time  of  birth  it  has  most  frequently  a clear  skin, 
and  appears  to  be  in  perfect  health.  At  the  end  of 
three  weeks  or  a month,  symptoms  of  coryza,  as  shown 
by  what  is  named  “ snuffles,”  usually  begin,  and  are 
quickly  followed  by  some  eruption  on  the  skin,  attended 
by  wasting  and  fretfulness.  During  the  second,  third, 
and  fourth  months,  unless  cured  by  treatment,  all 
the  symptoms  will  be  at  their  height.  Except  in  the 
addition  of  “ snuffles,”  these  secondary  symptoms  are 
much  the  same  as  those  observed  in  the  acquired  disease. 
The  precise  type  of  the  skin  eruption  may  vary  in  the 
same  way  ; it  may  be  papular,  scaly,  pustular,  or  bullous. 
Polymorphism  is  often  noticed,  and  most  of  the  various 
phenomena  which  are  seen  in  constitutional  syphilis  in 
its  early  stage,  such  as  loss  of  hair,  iritis,  condylomata, 
and  rheumatoid  pains,  are  also  apt  to  occur.  All  these 
secondary  symptoms  are  symmetrical  in  arrangement 
and  transitory  in  duration,  just  as  they  are  in  the 
acquired  disease. 

If  the  child  should  survive,  whether  treated  or 
not,  before  the  end  of  a year  all  the  symptoms  will 
probably  have  disappeared.  The  influence  of  mercury 
as  a specific  is  just  as  definite  as  in  the  acquired  disease. 
All  the  symptoms,  as  if  under  the  power  of  a spell, 
vanish  when  it  is  used.  Certain  peculiarities  are, 
however,  stamped  upon  all  the  symptoms,  and  are 
probably  due  to  the  very  tender  age  of  the  patient, 
and  the  incomplete  development  of  its  tissues.  Thus 
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the  general  health  suffers  much  more  than  in  the  ac- 
quired form,  and  death,  an  event  almost  unknown  in 
the  latter,  is  a not  unfrequent  consequence.  Periostitis 
of  a definite  character  occurs  in  connection  with  the 
rheumatoid  pains,  and,  in  the  case  of  the  epiphyses  of 
long  bones,  may  result  in  abscess,  whilst  in  the  case  of 
the  skull  bones  it  often  causes  simultaneous  thinning  in 
some  parts  and  deposit  of  new  bone  in  others. 

In  consequence  of  the  fatness  of  many  young  infants, 
the  eruptions  are  prone  to  assume  the  form  of  inter- 
trigo; and,  owing  to  the  irritation  of  the  buttocks 
and  groins  by  urine  and  faeces,  all  syphilitic  eruptions 
are  very  prone  to  affect  these  parts  by  preference.  The 
diagnostic  recognition  of  secondary  syphilis  in  infants 
is  usually  easy,  but  in  a certain  proportion  of  cases 
it  may  call  for  the  utmost  care  and  skill  in  obser- 
vation. The  character  of  the  eruption,  its  colour 
(like  the  lean  of  ham),  its  location  and  symmetry  of 
arrangement,  its  coincidence  with  snuffles,  wasting, 
and  withered  aspect  generally,  make  up  a picture 
which  it  is  often  impossible  to  mistake.'  The  very 
widest  allowance  for  variations  in  severity  must, 
however,  be  made,  and  it  must  be  remembered  that 
eczema  and  other  infantile  eruptions  often  closely 
simulate  those  of  syphilis.  It  is  not  uncommon  for 
the  role  to  be  exceedingly  imperfect;  thus  there  may 
be  snuffles  and  mucous  patches  only,  the  general  rash 
being  quite  omitted,  or  there  may  be  no  snuffles  and  the 
rash  may  be  ill-marked.  Instead  of  the  “ old-mannish 
aspect”  which  is  considered  characteristic,  the  child  may 
continue  throughout  in  apparently  excellent  health. 
Lastly,  it  is  certain  that  an  infant  may  pass  through 
the  secondary  stage  of  inherited  syphilis  without  ever 
presenting  any  symptoms  which  attract  the  attention 
of  its  nurse.  Such  cases  are  common,  and  they  have 
their  exact  parallels  in  the  case  of  the  acquired  disease. 
Those  who  have  shown  no  symptoms  in  infancy  may 
yet  suffer  in  later  life.  It  is  clearly  to  be  understood, 
however,  that  when  this  happens  to  adolescents  they 
suffer  from  a class  of  symptoms  wholly  different  from 
those  of  infancy.  It  is  not  that  the  secondary  stage  has 
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been  delayed,  but  simply  that  it  has  been  passed  through 
without  ostensible  disturbance.  If  secondary  symptoms 
of  the  kind  described  arc  to  occur  at  all,  they  will  show 
themselves  in  infancy,  and  in  a vast  majority  of  cases 
within  the  first  three  months  of  life.  This  is  a very  im- 
portant fact.  Many  syphilitic  infants  perish  during 
the  outbreak  of  the  secondary  stage,  and,  were  it  not  for 
the  specific  influence  of  mercury,  no  doubt  many  more 
would  do  so. 

Subsequent  progress. — If  a syphilitic  child  sur- 
vive the  first  outbreak,  in  the  course  of  from  six 
months  to  a year  the  symptoms  common  to  this  stage 
(the  rash,  -snuffles,  mucous  patches,  etc.)  will  wholly 
disappear,  and  there  will  follow  a period  of  some 
years  during  which  no  active  symptoms  occur.  After 
this  period  of  latency  there  will,  in  many  cases, 
come  a group  of  very  peculiar  affections.  Amongst 
these  we  must  mention  chiefly  inflammations  of  certain 
parts  of  the  sense-organs,  the  eye  and  ear.  The 
affection  of  the  ear  may  be  attended  by  noises,  etc.,  but 
usually  neither  by  otorrhcea  nor  by  pain.  It  affects 
both  ears,  and  may  induce  almost  total  deafness  in  the 
course  of  two  months.  Many  cases  in  the  early  stage 
recover,  but  if  once  the  deafness  is  complete  it  appears 
to  be  incurable.  This  affection  rarely  occurs  before 
puberty,  and  may  be  delayed  till  the  twentieth  year. 
About  the  same  period  of  life,  but  with  wider  limits 
still,  since  it  may  occur  yet  earlier  or  much  later,  there 
is  a remarkable  liability  to  a very  peculiar  inflamma- 
tion of  the  cornea.  Interstitial  keratitis,  in  its  typical 
form,  is  always  a consequence  of  syphilis,  and  it  is  in 
itself  sufficient  for  the  diagnosis.  It  must,  however,  be 
carefully  diagnosed.  It  usually  begins  by  cloudiness  of 
the  substance  of  the  cornea,  with  ciliary  congestion  and 
irritability.  The  clouds  increase  and  coalesce  until  the 
whole  cornea  looks  like  ground  glass.  The  affection 
begins  in  one  eye,  but  in  the  course  of  a few  weeks 
attacks  the  other  also.  It  is  always,  in  the  end,  sym- 
metrical, although  in  rare  cases  the  interval  between 
the  attacks  in  the  two  eyes  may  extend  to  several  years. 
When  at  its  height,  interstitial  keratitis  may  for  a few 
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weeks  almost  entirely  abolish  sight ; but  one  of  the  most 
remarkable  features  of  its  clinical  history  is  its  in- 
variable tendency  to  recovery.  In  the  end  the  cornea 
usually  clears  completely. 

At  the  same  time  as  the  keratitis,  the  patient  often 
suffers  from  chronic  synovitis  of  one  or  more  of  the 
large  joints.  The  knees  are  those  most  frequently 
affected.  There  may  be  free  effusion  lasting  for  some 
weeks,  but  it  is  not  often  attended  by  much  pain. 
Almost  invariably  the  effusion  disappears,  and  the  joint 
is  perfectly  restored.  These  joint  affections  may  occur 
either  before  or  after  the  keratitis,  and  sometimes  to 
those  who  never  suffer  from  the  latter. 

Periosteal  affections  of  the  long  bones  are  at  this 
stage  not  uncommon,  and  sometimes  very  severe.  They 
may  occur  in  any  part  of  the  skeleton,  and  often 
produce  numerous  and  large  nodes.  If  near  to  joints, 
these  nodes  may  cause  much  crippling  of  movement. 
If  situate  on  the  shaft,  they  may  produce  an  appear- 
ance of  curving,  which,  in  former  times,  used  to  be 
mistaken  for  rickets.  Overgrowth  of  the  bone  in  length 
as  well  as  in  thickness  is  an  almost  constant  result  of 
this  form  of  periostitis,  since  it  often  persists  for  years. 
This  overgrowth,  if  one  tibia  only  be  affected,  may  pro- 
duce an  increase  of  length,  in  relation  to  the  other  limb, 
of  an  inch,  or  an  inch  and  a half,  and  constitutes,  with 
the  bending,  one  form  of  the  malady  known  as  osteitis 
deformans.  Sometimes  almost  all  the  long  bones  in 
the  body  are  simultaneously  affected  by  these  ossifying 
nodes.  The  skull,  however,  at  this  stage  of  the  malady, 
but  rarely  suffers.  Occasionally  suppuration  attends 
the  periostitis,  and  a surface  of  diseased  bone,  rough- 
ened and  much  thickened,  is  exposed.  The  condition 
produced  may  usually  be  diagnosed  from  other  forms 
of  suppurative  periostitis  with  necrosis,  by  the  circum- 
stances that  the  exposed  bone  is  not  enclosed  by  any 
shell  of  new  bone,  and  that  it  is  extremely  slow  to 
separate,  often  remaining  visible,  but  firmly  fixed,  for 
a year  or  more.  The  periosteum  and  cellular  tissue 
overlying  it  are  usually  destroyed. 

At  the  stage  of  the  disease  of  which  we  are  speaking, 
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nothing  is  htes  common  than  for  any  special  affections  of 
the  skin  to  occur.  Almost  the  only  exception  which  can 
happen  is  a form  of  rapidly  destructive  lupus.  No 
scaly  or  papular  eruptions,  and  nothing  in  the  least 
resembling  common  lupus,  or  the  serpiginous  ulcera- 
tions so  frequent  in  the  acquired  disease,  are,  with  the 
very  rarest  exceptions,  observed.  Nor  are  any  forms 
of  disease  of  the  mucous  surfaces  or  of  the  tongue  or 
the  palate  at  all  frequently  seen.  It  may  be  asserted 
also  that  affections  of  the  viscera  are  very  exceptional, 
and  diseases  of  the  nervous  system  scarcely  less  so. 

The  subject  of  such  taint,  having  passed  through  the 
attack  of  keratitis,  attended,  it  may  be,  by  periostitis 
or  loss  of  hearing,  usually  afterwards  regains  fair 
health,  and  continues  through  the  rest  of  his  life  free 
from  symptoms.  No  diseases  likely  to  shorten  life  have 
been  associated  with  the  diathesis;  above  all,  we  may 
assert  that  there  is  no  special  proneness  to  diseases 
of  the  tuberculous  class.  Year  by  year  usually  the 
physiognomical  and  other  characters  of  the  diathesis 
become  less  and  less  obvious,  and  in  advanced  life  it 
may  be  very  difficult  to  recognise  them. 

Diagnosis  during  early  infancy. — In  many  cases 
the  recognition  of  inherited  syphilis  at  the  age  of  six 
weeks  or  two  months  is  exceedingly  easy.  The  stuffed 
and  expanded  nose,  the  snuffles,  the  pallor,  the  patches 
of  peeling  erythema  about  the  face,  neck,  and  nates, 
constitute  a picture  which  can  scarcely  be  mistaken,  but 
which  is  often  heightened  by  such  symptoms  as  sores 
at  the  angles  of  the  mouth  and  at  the  anus,  a peculiar 
odour,  and  periosteal  tenderness  of  various  bones.  In 
many  cases,  however,  one  or  several  of  these  symptoms 
may  be  omitted  or  ill-marked,  and  in  some  they  are  all 
of  them  absent.  In  certain  cases,  therefore,  it  is  to  be 
admitted  that  the  diagnosis  may  become  very  difficult 
or  even  impossible.  In  such  cases  help  must  be  sought 
from  the  parents’  history,  and  from  facts,  if  there  are 
any,  as  to  previous  births.  In  doubtful  cases  each  one 
of  the  symptoms  must  be  scrutinised  with  suspicion. 
Infants  who  are  not  syphilitic  often  have  a certain  kind 
of  snuffles,  and  common  eczema  of  the  nates  may  assume 
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exactly  the  same  tint  as  that  which  is  specific.  Sores, 
in  connection  with  diarrhoea,  may  occur  at  the  anus, 
which  may  be  mistaken  for  condylomata.  It  is  seldom 
safe  to  trust  to  any  one  symptom  unless  it  is  very  well 
characterised.  A typical  condyloma  is  conclusive,  and 
so  also  are  certain  types  of  skin  eruption  and  certain 
forms  of  bone-disease. 

For  a knowledge  of  the  conditions  of  periostitis 
which  denote  syphilis  in  the  infant,  we  are  indebted 
to  modern  observations.  When  M.  Diday,  in  1856, 
wrote  his  work  on  this  disease,  he  stated  that  the 
records  of  medicine  comprised  scarcely  any  instances 
of  bone-disease  in  connection  with  inherited  taint.  At 
the  date  of  my  own  work  (1863)  I had  fully  recognised 
the  frequency  of  nodes  in  children,  and  the  occasional 
occurrence  of  periostitis  in  infants.  It  was  reserved, 
however,  for  Dr.  Taylor,  of  New  York,  Dr.  Wagner,  of 
Berlin,  and  Professor  Parrot,  of  Paris,  to  show  that 
bone  lesions  are  really  very  frequent  in  the  early 
periods.  They  had  been  overlooked  because  they  were 
usually,  like  the  other  phenomena  of  this  stage,  transi- 
tory, and  because  they  rarely  led  to  suppuration.  The 
careful  re-investigation,  in  this  country,  by  Sir  Thomas 
Barlow  and  Dr.  Lees,  of  the  facts  expounded  by  Parrot, 
have  confirmed  the  correctness  of  these  in  the  main, 
whilst  they  have  corrected  certain  errors  of  inference. 
The  chief  difficulty  consists  in  the  similarity  which 
some  of  the  infantile  bone  lesions  of  syphilis  present 
to  those  of  rickets.  As  a rule,  however,  the  syphilitic 
lesions  occur  at  an  earlier  age,  are  attended  by  more 
definite  signs  of  inflammation,  and  are  not  accom- 
panied by  the  other  phenomena  of  rickets,  such  as  pro- 
fuse sweating  of  the  head,  and  buttons  on  the  costal 
cartilages.  Congenital  syphilis  and  rickets  very  often 
coexist;  but  there  is  no  reason  for  believing  that  the 
one  is  in  any  sense  the  cause  of  the  other.  For  purposes 
of  diagnosis  of  syphilis  it  may  be  sufficient  to  state 
that,  in  infants  suffering  from  it,  it  is  very  common 
to  find  certain  areas  on  the  skull  tender  and  slightly 
swollen,  and  that  the  regions  of  the  epiphyses  of  long 
bones  often  suffer  in  a like  manner.  These  lesions  are 


390 


SYPHILIS 


[chap. 

often  multiple,  and  may  make  all  movements  of  the 
limbs  so  painful  that  paralysis  may  be  suspected.  Care- 
ful examination  will  always  detect  tender  swellings  of 
periosteum  near  to  the  junctions  of  the  epiphyses,  and 
sometimes  on  the  shafts.  These  swellings  are  often  of 
considerable  size,  much  larger,  and,  at  the  same  time, 
more  inflamed  than  those  of  rickets.  Suppuration  is 
not  common,  but  it  does  occasionally  occur.  If  this 
form  of  multiple  periostitis  is  seen  within  six  months 
of  birth,  it  is  almost  certainly  due  to  sj^philis. 

The  state  of  nutrition  is  no  safe  guide  in  cases 
of  doubtful  diagnosis.  In  those  cases  which  are  self- 
evident  it  is  often  very  characteristic.  The  infant  is 
puny,  emaciated,  and  shrivelled,  and  has  features 
which  resemble  those  of  an  old  man.  It  is  not  un- 
common, * however,  as  already  stated,  for  syphilitic 
infants  to  remain  throughout  plump  and  healthy- 
looking. 

In  doubtful  cases  reference  may  be  made  to  the  state 
of  the  palms  and  soles,  which  often  show  peeling 
patches,  and  to  that  of  the  nails,  which  sometimes 
become’ malformed  and  look  as  if  they  had  been  pinched 
laterally. 

Impoilaiire  of  care  in  tlic  diagnosis  of 
inherited  syphilis. — It  is  necessary,  as  has  been 
already  hinted,  to  be  exceedingly  careful  in  the  diag- 
nosis of  syphilis  in  infants,  for  both  the  facts  stated 
as  history  and  the  appearances  assumed  by  the  disease 
are  often  very  difficult  of  appreciation.  It  is  not  every 
case  of  thrush  that  “goes  through  the  child, ” and 
causes  a sore  anus,  which  is  syphilitic.  Nor  must 
we  feel  too  confident  respecting  erythematous  eczema 
-of  the  nates  and  genitals,  however  coppery  or  “ ham- 
like ” its  tint  may  be.  Nothing  is  easier  than  to  pro- 
nounce the  diagnosis  of  syphilis,  but  the  confidence 
of  the  practitioner  in  his  own  diagnostic  skill  does 
not  alter  the  nature  of  the  disease.  I have  seen  many 
infants  with  eruptions  on  the  nates  concerning  which 
I never  could  come  to  any  confident  diagnosis.  Nor 
does  the  method  of  cure  by  any  means  always  help  us. 
For  syphilitic  eruptions  will  often  disappear  under 
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simple  treatment,  and  it  is  needless  to  say  that  com- 
mon rashes  often  get  well  under  mercury.  In  a large 
majority  of  cases  the  diagnosis  is  easy.  My  wish  is 
simply  to  guard  against  too  confident  a reliance  on 
individual  symptoms  or  statements. 

The  following  ease  may  serve  as  an  illustration  of 
what  has  j ust  been  said.  A lady  brought  me  her 
infant,  aged  two  months,  whose  nates  and  genitals 
were  covered  with  erythematous  eczema.  The  colour 
of  the  patches  was  exactly  that  of  the  lean  of  ham. 
There  was  another  large  patch  at  the  root  of  the  neck, 
but  few  or  none  on  the  scalp.  The  mother  stated  that 
the  eczema  had  begun  with  thrush,  using  the  expres- 
sions : “ The  thrush  went  through  it,  as  the  nurses  say, 
and  made  it  very  sore  below”  ; “At  first  I thought  that 
the  rash  was  only  part  of  the  thrush.”  It  will  be  seen 
that  these  expressions  were  exactly  such  as  would  suit 
a case  of  syphilis.  There  was,  however,  a good  deal 
of  evidence  on  the  other  side.  The  child  had  had  no 
snuffles,  slept  well,  and  appeared  to  be  in  excellent 
health.  The  thrush  had  begun  as  early  as  the  second 
week,  and  appeared  to  have  been  very  definite.  The 
mother  had  borne  only  two  children,  and  I had  treated 
her  eldest  when  nine  months  old  for  eczema,  and  quickly 
cured  it  by  forbidding  the  use  of  milk  and  sugar,  and 
bathing  with  a weak  tar  and  lead  lotion.  This  elder 
child  had  never  suffered  from  snuffles,  and  was  now  in 
excellent  health.  That  thrush,  as  a purely  cryptogamic 
disease,  may  occur  in  infancy,  and  may  cause  great 
soreness  of  both  the  mouth  and  anus,  is,  I believe, 
beyond  question ; and  although  the  expression  often 
used,  that  “ the  thrush  went  through  the  child  and 
caused  soreness  of  the  bowel,”  may  not  seldom  imply 
that  the  child  suffered  from  syphilitic  stomatitis  and 
condyloma  at  the  anus,  yet  I am  sure  that  we  shall 
make  great  mistakes  if  we  consider  such  statements 
as  being  anything  like  conclusive. 

Treatment  of  infantile  syphilis.— The  inunction 
of  mercury  is  by  far  the  easiest  and  most  efficient.  If 
that  remedy  be  given  by  the  mouth  it  is  very  apt  to 
purge;  and,  besides,  it  is  a troublesome  method,  and 
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often  attended  by  uncertainty  as  to  whether  the  child 
gets  the  full  dose.  Inunction  is  attended  by  but  little 
inconvenience,  and  is  always  effectual.  Ten  grains  of  the 
strong  mercurial  ointment,  well  diluted  with  lard,  may 
be  rubbed  into  the  palms  and  soles  every  morning  and 
night,  and  the  quantity  and  frequency  may  be  varied 
according  to  the  effect  produced.  There  may  occur  cir- 
cumstances under  which  the  surgeon  may  desire  to  avoid 
this  plan  in  fear  of  exciting  suspicion,  and  in  such  cases 
the  internal  use  of  the  bichloride  or  of  grey  powder, 
in  small  but  frequent  doses,  may  be  resorted  to.  It 
is  marvellous  how  rapidly  under  a mild  inunction 
all  the  symptoms  will  disappear.  I am  not  in  the 
habit  of  continuing  the  treatment  much  longer  than 
the  persistence  of  the  symptoms.  The  secondary  symp- 
toms of  the  inherited  form  are  far  less  prone  to  relapse 
than  are  those  of  the  acquired  disease,  and  it  is  very 
uncertain  whether  the  prolonged  use  of  mercury  does 
much  in  preventing  those  of  the  later  group.  On  the 
other  hand,  I regard  it  as  certain  that  mercury  em- 
ployed in  infancy  is  attended  by  serious  danger  to  the 
development  of  the  child’s  permanent  teeth.  For  this 
reason  I am  always  wishful  to  use  as  little  as  may  be, 
and  not  to  prolong  the  course  unnecessarily.*  With 
this  motive  I have  even  tried  the  treatment  by  iodide 
of  potassium  to  the  exclusion  of  mercury.  This  drug  is, 
however,  not  unfrequently  depressing  to  infants,  some- 
times really  dangerous,  and  it  is  uncertain,  and  often 
inefficient  as  regards  the  syphilis.  Mercury,  on  the  con- 
trary, almost  always  does  the  general  health  good. 

If  there  are  local  symptoms,  such  as  condylomata 
and  ulcerated  skin  eruptions,  these  must  be  treated  by 
the  use  of  mercurial  ointments  or  powders. 

Prognosis  in  infantile  syphilis.— In  hospital 
practice  and  amongst  the  poor  the  mortality  from 
syphilis  in  infants  is  large.  This,  however,  is  to  be 
explained  by  the  disadvantageous  conditions,  as  regards 

* In  thus  sanctioning  the  disuse  of  mercury  in  syphilitic  infants  as 
soon  as  health  is  apparently  restored,  I am  aware  that  I am  open  to  very 
reasonable  criticism.  It  may  be  that  to  persevere  for  one  or  two  year's 
would  be  a securi ty  against  keratitis.  It  may  be  doubted,  however, 
whether  on  the  whole  it  would  be  to  the  child’s  advantage. 
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feeding  and  treatment,  under  which  the  infants  are 
placed,  rather  than  by  the  severity  of  the  disease  itself. 
Amongst  the  richer  classes  the  malady  is,  I think,  rarely 
fatal.  I have  known  families  in  which  a succession  of 
children  have  suffered,  and  have  not  only  all  survived, 
but  have  gained  a condition  of  health  apparently  very 
good.  Should  death  occur,  it  usually  happens  soon 
after  birth,  and  before  treatment  has  had  time  to  exert 
its  influence.  If  the  rare  condition  known  as  infantile 
pemphigus  shows  itself,  it  is  usually  in  the  first  week, 
and  it  is  very  commonly  followed  by  death.  Except 
in  connection  with  this  malady,  I do  not  recollect 
to  have  lost  in  private  practice,  during  many  years, 
more  than  one  or  two  syphilitic  infants.  In  one  ex- 
cepted case  the  death  was  caused  by  arterial  haemor- 
rhage from  the  nostril,  probably  due  to  phagedaenic 
ulceration.  It  is  possible,  of  course,  that  some  may 
have  died  of  whom  I had  lost  sight. 

If  an  infantile  eruption,  due  to  inherited  syphilis, 
has  once  disappeared  under  treatment,  it  but  seldom, 
in  my  experience,  shows  any  tendency  to  recur.  The 
relapses  so  frequently  seen  in  adults  who  have  acquired 
the  disease  find  no  place  in  infants,  nor  do  we  meet 
with  the  troublesome  affections  of  the  mucous  mem- 
branes, sore  throat,  sores  on  the  tongue,  etc.,  which  so 
often  happen  in  them.  Exceptional  cases  do  occur, 
but,  as  a rule,  a child  who  may  have  suffered  rather 
severely  during  the  first  six  months  of  life,  is  quite 
cured  before  it  is  a year  old,  and  remains  for  five  or 
ten  years  absolutely  free  from  symptoms.  At  the  end 
of  a period  of  years,  varying  from  four  to  fifty,  we 
encounter  liability  to  affections  of  the  eye  and  ear,  to 
chronic  periostitis,  visceral  gummata,  and  to  phage- 
daenic forms  of  lupus.  These  having  in  turn  been  cured, 
the  patient  usually  remains  through  life  without  any 
further  evidences  of  taint.  He  may,  however,  have 
been  left  quite  deaf,  and  his  eyes  may  have  been 
damaged  by  keratitis,  choroiditis,  or  optic  neuritis. 
In  a small  minority  of  cases  obscure  affections  of  the 
nervous  system,  such  as  ophthalmoplegia  externa, 
epilepsy,  or  paralytic  dementia,  may  ensue,  but  they 
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are  very  rare.  So  far  as  my  knowledge  extends,  with 
the  exception  of  certain  rare  forms  of  lupus,  no  skin 
diseases  which  occur  after  the  infantile  periods  arc 
to  be  attributed  to  inherited  syphilis.  It  is  a most 
remarkable  feature  of  the  periostitis,  keratitis,  and 
other  conditions  so  frequently  seen  at  adolescent 
periods,  that  they,  like  the  infantile  symptoms,  clear 
completely  off,  and  very  rarely  relapse,  and  that  the 
remote  affections,  now  and  then  fatal  in  the  acquired 
form  of  the  disease,  are  almost  unknown  in  that 
which  is  inherited. 

It  is  a question  of  much  interest  and  importance  how 
long  a syphilitic  infant  continues  to  be  capable  of  con- 
veying contagion  to  others.  Such  facts  as  I am  ac- 
quainted with  have  almost  invariably  concerned  the 
first  six  months  of  life,  but  very  probably  a certain 
amount  of  gradually  diminishing  risk  may  last  much 
longer.  Much  will  depend  upon  the  treatment  pursued. 
^ Sufferings  of  survivors. — It  has  been  suggested 
( Lancet , February,  1907)  that  the  estimate  of  the  evils 
resulting  from  inherited  syphilis  should  be  formed  not 
on  the  death-rate  but  on  the  sufferings  of  those  who 
survive.  On  this  point  it  may  be  of  interest  to  quote 
the  experience  obtained  by  a medical  inspection  of 
school  children  in  Liverpool.  As  a resort  of  a sailor- 
population  it  may  be  supposed  that  the  prevalence  of 
syphilis  is  at  least  the  average,  and  very  probably 
much  above  it.  Dr.  Arkle,  who  conducted  an  inquiry 
on  a large  scale,  reported  : “ I was  much  struck  with 
the  fact  that  very  few  of  the  children  showed  any 
definite  traces  of  constitutional  diseases.  I had  set 
apart  a space  on  the  cards  for  noting  such  indications 
—expecting  to  have  to  note  many  cases — but  I found 
nothing  to  enter  in  it  with  the  exception  of  a few  cases 
of  tuberculous  glands.  I was  so  struck  with  this  result 
that  I went  to  ask  Dr.  Hope,  our  Medical  Officer  of 
Health,  if  he  could  explain,  and  he  told  me  that  he 
had  been  much  struck  with  the  same  fact  when  engaged 
in  another  investigation.  He  visited  the  families  in  a 
thousand  consecutive  cases  of  infantile  mortality,  and 
told  me  that,  broadly  speaking,  in  no  case  was  there 
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any  constitutional  taint  traceable  in  the  family  to 
account  for  it,  even  in  many  cases  where  the  mother 
had  lost  child  after  child.  As  he  put  it,  the  children 
of  the  poor  die  from  sheer  inability  to  live.” 

Independent  testimony  of  this  kind  is  very  valu- 
able. It  accords  with  my  own  observations. 

Popular  estimate  ot  prevalence  grossly  ex- 
aggerated.—The  opinions  prevalent  amongst  certain 
social  reformers,  both  lay  and  medical,  are  probably 
gross  exaggerations.  Amongst  our  country  population 
inherited  syphilis  is  almost  unknown,  and  although  not 
unfrequent  in  large  towns,  and  especially  seaports,  it 
is  probably  much  less  so,  even  there,  than  many  think. 
Mistakes  in  diagnosis  are  common,  and  they  are  all  on 
one  side.  Amongst  the  better  classes  it  is  an  extremely 
insignificant  cause  of  mortality,  and  there  is  good 
reason  to  believe  that  during  the  last  quarter  of  a 
century  its  prevalence  in  all  classes  has  considerably 
declined. 

A statistical  table  prepared  by  the  Registration 
Office  of  Ireland  for  the  use  of  the  Vaccination  Com- 
mission showed  that  the  number  of  deaths  from  in- 
herited syphilis  had  steadily  diminished  in  thatcountry. 
In  1865  the  deaths  registered  from  that  disease  were  no 
fewer  than  141,  whilst  in  1888  they  were  only  47.  It  is 
true  that  in  the  year  preceding  1865  the  number  had 
been  only  107,  and  that  in  the  following  year  (1866) 
it  fell  suddenly  to  75.  But  it  rose  again  to  88  in  1867, 
whilst  from  that  year  onwards,  with  some  irregularities, 
it  had  been  declining.  In  1887  it  was  only  31.  It  must 
be  remembered  that,  during  the  period  concerned,  the 
population  of  Ireland  had  declined  one-fifth.  This  de- 
cline in  the  mortality  from  infantile  syphilis  may  be 
explained  by  reference  to  three  considerations  : (1)  Im- 
proved treatment  of  infants  affected ; (2)  improved 
treatment  of  syphilis  in  the  parents;  and  (3)  far  greater 
caution  on  the  part  of  surgeons  in  permitting  marriage 
during  the  early  years  after  an  attack  of  syphilis. 

In  England  there  appeared  to  have  been  a slight 
increase  in  deaths  from  inherited  syphilis  during  the 
period  in  which  in  Ireland  there  had  been  a reduction. 
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Thus,  in  the  years  1803  7,  the  annual  deaths  from  the 
disease  per  million  births  Avas  1,509;  in  1873-7,  1,749; 
and  in  1883-7,  1,884.* 

Possibly  the  real  explanation  of  these  variations  in 
both  countries,  and  of  the  apparent  discrepancy,  is  that 
in  Ireland  the  population  of  toAvns  had  decreased,  whilst 
in  England  that  of  rural  districts  had  diminished  in 
relation  to  that  of  cities. 

Subsequently  to  the  dates  quoted  the  mortality  de- 
clined in  England  also.  In  1894,  as  compared  with  1874, 
making  allowance  for  increase  of  population,  it  ought 
to  have  been  1,888,  whereas  it  was  only  1,229. 

* I am  indebted  for  these  figures  to  the  kindness  of  Dr.  William  Ogle. 
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INTRA-UTERINE  SYPHILIS 

‘Exceptions  to  rule. — In  the  preceding  chapter  I 
have  endeavoured  to  present  a general  picture  of 
the  course  and  final  results  of  inherited  syphilis.  It 
now  remains  to  notice  certain  facts  which  arc  more 
or  less  exceptional  to  what  has  been  said.  Although 
it  is  true  that  for  the  most  part  the  taint  does  not 
appear  to  affect  the  infant  until  some  time  after  it 
has  commenced  its  independent  existence,  yet  there  arc 
numerous  instances  in  which  it  causes  intra-uterine 
death.  Thus,  abortions  and  miscarriages  at  various 
periods  of  pregnancy  are  not  uncommon  in  syphilitic 
mothers.  It  is  quite  possible,  however,  that  the  influence 
of  syphilis  in  this  direction  has  been  exaggerated.  It 
is  also  possible  that  the  cause  of  what  happens  to  the 
feetus  is,  in  such  cases,  set  up  rather  by  disease  in  the 
mother,  and  perhaps  of  the  placenta,  than  by  the  breed- 
ing of  the  syphilitic  virus  in  the  fluids  of  the  foetus 
itself.  If  this  be  not  so,  it  is  exceedingly  difficult  to 
explain  why  a large  number  of  syphilitic  infants  should 
be  born  plump  and  well  nourished,  and  remain  for  a 
month  or  so  without  symptoms,  whilst  others,  on  the 
contrary,  perish  at,  it  may  be,  an  early  period  of  intra- 
uterine life.  Enough  of  pathological  evidence  has,  how- 
ever, been  recorded  to  compel  us  to  admit  that  the  foetus 
may  itself  suffer  from  syphilis,  and  may  exhibit  lesions 
of  the  viscera,  bones,  or  skin  which  conclusively  denote 
it.  Such  lesions  are,  however,  rare.  It  is  a most  note- 
worthy fact  that,  if  syphilis  develops  in  the  foetus,  it 
usually  causes  its  death,  for  nothing  is  less  common 
than  for  an  infant  to  be  born  alive  with  extant  signs 
of  taint.  Three  weeks  or  a month  almost  invariably 
intervene  before  the  eruption,  shuffles,  etc.,  appear.  A 
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very  perplexing  exception  to  this  occurs  in  the  case  of 
what  is  known  as  infantile  pemphigus.  In  this  disease 
the  eruption  may  appear,  in  an  apparently  healthy 
child,  within  a day  or  two  of  birth,  and  the  illness  may 
end  in  death  within  a week.  These  cases  need  further 
investigation,  and  it  is  difficult,  in  our  present  state 
of  knowledge,  to  attempt  to  explain  them. 

It  is  often  far  too  hastily  assumed  that  if  a dead 
foetus  presents  a peeling  skin,  and  is  shrivelled,  it  has 
probably  died  from  syphilis.  Such  conditions  are  com- 
mon whenever  death  has  occurred  long  before  expulsion. 
So  also,  as  has  been  already  hinted,  the  belief  that 
miscarriages  imply  syphilis  is  held  probably  far  more 
widely  than  facts  warrant.  Miscarriages  are  common 
from  many  other  causes;  and,  conversely,  it  is  quite 
certain  that  many  mothers,  suffering  severely  from 
syphilis,  carry  their  infants  easily  to  full  term,  and 
produce  them  in  a viable  condition.  The  recognition  of 
syphilis  in  a dead  and  possibly  decomposing  foetus  is 
a matter  of  great  difficulty  and  uncertainty.  As  to  the 
existence  of  signs  of  syphilis  in  living  infants  born  at 
full  time,  we  must  receive  the  published  testimony  of 
the  older  surgeons  with  caution.  Not  having  the  im- 
portance of  this  special  point  in  mind,  they  often 
assumed,  on  seeing  a syphilitic  infant,  that  it  had  been 
born  with  the  symptoms.  Obstetricians  would  probably 
give  evidence  of  a different  kind.  Thus,  whilst  Diday, 
who  had  enjoyed  very  extensive  opportunities  of  special 
observation,  had  never  once  seen  signs  of  syphilis 
present  at  birth,  we  find  Sir  Astley  Cooper  stating  that 
he  had  seen  several  children  born  with  copper-coloured 
eruptions  on  the  palms,  soles,  and  buttocks.  Probably 
all  that  he  meant  is  that  the  infants  were  young  when 
first  seen  by  him.  I have  very  seldom  myself  seen  an 
infant  born  with  a syphilitic  eruption,  or  one  in  whom 
the  evidence  was  clear  that  such  an  eruption  was  pre- 
sent at  birth.  Rodelet,  Doublet,  Gilbert,  Guerard,  and 
Landman  are  all  quoted  by  Diday  as  having  pub- 
lished single  cases  in  which  infants  were  born  with 
characteristic  eruptions.  He  mentions  them,  however, 
as  examples  of  what  was  very  infrequent.  Visceral 
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disease  has  also  been  encountered  under  conditions 
implying  that  the  poison  had  been  actively  at  work  in 
the  foetal  organism  during  intra-uterine  life. 

So  far  as  I am  aware,  no  explanation  has  been 
afforded  as  to  why,  in  most  instances,  children  inheriting 
syphilis  should  be  born  apparently  in  good  health.  It 
would  appear  probable  that  the  foetus  may  suffer  at 
any  period  of  intra-uterine  life.  In  many  cases  mis- 
carriages at  early  periods  occur,  and  they  are  possible 
at  any  period,  as  are  also  premature  births  in  the  later 
months.  When  the  latter  occur  the  foetus  usually  shows 
some  evidence  (in  peeling  of  the  skin)  of  the  disease 
from  which  it  has  suffered.  Probably  disease  of  the 
placenta  is  influential  in  arresting  the  growth  of  the 
foetus,  and  we  may  presume  that  this  structure  is 
healthy  in  the  numerous  cases  in  which  the  child  is  born 
plump  and  well  nourished.  In  the  very  exceptional 
cases  in  which  a child  is  born  alive,  but  exhibiting  at 
the  time  of  birth  signs  of  syphilis,  the  conditions 
present  are,  I think,  usually  those  of  pemphigus — 
understanding  by  that  term  a generalised  bullous 
eruption.  It  may  be  noted  also  that  in  the  rare  cases 
in  which  what  is  called  pemphigus  neonatorum  occurs, 
the  eruption  shows  itself  within  a few  days  of  birth, 
and  as  a rule  death  quickly  follows.  What  may  be  the 
difference  between  these  cases  and  those  which  obey  the 
general  rule  that  the  outbreak  of  phenomena  is  delayed 
until  the  infant  is  three  weeks  or  a month  old,  it  is 
very  difficult  to  say.  It  may  well  be  that  the  earlier 
in  the  child’s  life  the  symptoms  commence,  the  more 
severe  will  be  the  disease.  Possibly  no  case  has  been 
recorded  in  which  an  infant,  born  with  symptoms 
actually  present,  has  ever  been  reared;  and  of  those  who 
manifest  pemphigus  of  the  palms  and  soles  within  a 
few  days  of  birth,  very  few  survive.  Those  in  whom 
the  symptoms  are  long  delayed  may  retain  apparently 
good  health,  and  it  is  highly  probable  that  more  than 
a few  never  show  any  symptoms  at  all.  In  many 
patients  who  suffer  ultimately  from  keratitis  or  who 
show  notched  teeth,  no  history  of  infantile  symptoms  is 
obtainable,  and  they  are  often  strong  and  well  grown. 
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It  is  not  uncommon  in  syphilitic  families  to  find  one 
child  apparently  exempt,  while  one  or  more  of  those 
older  or  younger  have  suffered. 

One  of  the  most  definite  examples  of  almost  total 
escape  occurred  in  the  vaccinifer  in  one  of  the  two  series 
of  vaccination-syphilis  cases  which  I have  published. 
This  infant  was  supplied  from  a vaccination  station 
as  being  in  exceptionally  good  health.  That  it  com- 
municated syphilis  to  those  vaccinated  from  it  there 
could  not  be  the  slightest  doubt,  but  the  only  evidence 
which  was  ever  obtainable  in  proof  that  it  was  itself 
syphilitic  was  the  existence  of  a small  condyloma  at  the 
anus.  Two  weeks  later  no  trace  even  of  this  remained, 
and  the  child,  then  eight  months  old,  still  appeared 
to  be  in  excellent  health.  Almost  similar  statements 
are  true  of  the  vaccinifer  in  another  series.  The 
records  of  twins  born  to  syphilitic  parents  are  of 
great  interest,  but  fortunately  there  are  bitt  very 
few  of  them.  It  is  certain,  however,  that  one  twin 
may  suffer  and  the  other  remain  apparently  free. 
In  this  department,  as  in  all  others  in  which  syphilis 
is  concerned,  it  is  impossible  to  make  too  much  allow- 
ance for  irregularities  which  it  is  equally  impossible 
to  explain. 

Twin  children  horn  to  a syphilitic  mother 
mIio  had  Niillercd  recently  and  severely  from 
syphilis.  Deatli  of  one,  and  apparent  escape 
of  the  other. — Sir  Herman  Weber  has  published  an 
interesting  narrative  in  which  twin  children  were 
born  to  a syphilitic  mother.  During  most  of  her  preg- 
nancy the  mother  had  been  under  treatment  for  severe 
secondary  syphilis.  She  had  taken  only  iodide  of 
potassium.  One  of  the  twins  died  at  the  age  of  eleven 
weeks,  having  suffered  most  severely  from  characteristic 
symptoms ; the  other  remained  quite  healthy,  having 
never  shown  any  indication  whatever  of  disease. 

In  the  infant  which  died  the  liver  was  found  much 
enlarged,  soft,  and  fatty.  There  were  also  some  traces 
of  inflammation  of  the  capsule.  The  body  of  the  child 
weighed  only  six  pounds  and  a half,  whilst  the  liver 
weighed  six  ounces  and  a half.  No  guminata  were 
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found  in  any  of  the  viscera.  Death  had  been  caused 
by  diarrhoea.* 

On  ilic  apparent  absence  of  symptoms  in  cases 

of  inherited  syphilis. — We  have  seen  that  the  symp- 
toms which  usually  betray  the  existence  of  syphilis 
in  an  infant  may  vary  exceedingly  in  severity.  In 
turn  each  one  of  those  most  common  may  be  absent. 
There  may  be  no  snuffles,  no  eruption,  no  wasting, 
no  soreness  of  the  mouth  or  anus.  All  authorities 
will  admit  that  the  group  is  often  incomplete,  and 
that,  whether  complete  or  incomplete,  it  may  be  very 
faintly  marked.  Some,  however,  make  it  an  impor- 
tant point  to  assert  that  there  are  no  cases  in  which 
infantile  symptoms  are  wholly  absent.  Positive  proof 
that  there  are  such  it  is  exceedingly  difficult,  if 
not  impossible,  to  give,  for  the  reply  may  always  be 
made  that  the  infant  was  not  sufficiently  wrell  watched. 
That  there  are  many  in  whom,  for  all  practical  pur- 
poses, infantile  symptoms  are  omitted,  I have  not  the 
slightest  doubt.  I have  seen  many  cases  of  keratitis  at 
puberty,  or  of  bone  or  throat  affections  of  undoubted 
character,  and  with  the  clear  history  of  parental 
disease,  in  which  nothing  whatever  had  been  ever  ob- 
served in  infancy.  In  some  of  these  the  entire  absence 
of  the  usual  marks  of  the  disease  in  physiognomy,  teeth, 
etc.,  quite  bore  out  the  parents’  statement.  I have  seen 
many  times  a well-developed  nose  with  a narrow  bridge, 
a well-formed  forehead  and  good  complexion  all  in  con- 
junction with  keratitis  of  the  most  definite  kind,  and 
with  corroborative  facts  of  the  clearest  nature.  Some- 
times the  teeth  in  such  cases  may  be  typically  mal- 
formed, but  this  is  rare.  We  may  probably  take  it 
as  certain,  that  when  the  bridge  of  the  nose  remains 
narrow  no  material  degree  of  snuffles  was  ever  present, 
and  that  if  the  complexion  is  good  there  was  no  rash 
on  the  face.  The  definiteness  of  the  several  stigmata  by 
which  the  diathesis  is  recognised  at  puberty  is  always 
in  ratio  with  the  severity  of  the  disease  in  infancy. 

For  practical  purposes,  then,  we  must  admit  that  a 
taint  of  inherited  syphilis  may  remain  latent  until  at, 
* Pathological  Transactions,  1807. 
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or  even  considerably  after,  the  age  of  puberty,  it  may 
manifest  itself  by  a severe  attack  of  interstitial  kera- 
titis, by  deafness,  nodes,  lupus  (specific),  or  ulceration 
of  the  palate.  In  saying  this  I am  not  speaking  solely 
from  observation  of  the  children  of  the  poor,  who  may 
be  supposed  to  be  sometimes  negligent  in  observation, 
and  apt  to  forget  what  has  happened  to  their  children. 
Some  of  those  who  illustrated  the  facts  which  I now 
describe  were  the  offspring  of  most  intelligent  and  ob- 
servant mothers,  and  had  also  been  more  or  less  con- 
stantly under  the  notice  of  the  family  surgeon.  In 
some  instances  one  or  two  children  in  the  family  had 
suffered  both  in  infancy  and  afterwards,  whilst  another 
who  had  shown  nothing  in  childhood  yet  displayed  the 
usual  conditions  at  adolescent  periods. 

Absence  of  symptoms  at  the  time  of  birth.— 
As  is  set  out  in  the  preceding  chapter,  in  a majority 
of  cases,  perhaps  a very  large  majority  indeed,  the 
children  of  syphilitic  parents,  if  born  alive,  are  born 
with  all  the  appearances  of  perfect  health.  “ As 
beautiful  a baby  as  you  need  wish  to  see,  but  began 
to  fall  off  when  a month  old,”  is  the  constant  expres- 
sion of  the  disappointed  and  puzzled  mother.  This 
absolute  escape  during  intra-uterine  life  has  not  much, 
or  perhaps  anything,  to  do  with  the  severity  of  the 
subsequent  manifestations;  for  some  of  those  who  suffer 
most  severely  are  precisely  those  who  looked  best  at 
birth.  Nor  has  it,  probably,  much  to  do  with  the 
question  as  to  the  nearness  of  the  parental  disease,  or 
with  that  as  to  whether  derived  from  father  or  from 
mother,  or  from  both. 

The  fact  that  most  infants  tainted  with  syphilis 
live  a healthy  life  so  long  as  they  are  within  the  womb, 
and  only  begin  to  show  symptoms  after  some  weeks  of 
independent  and  air-breathing  life,  leaves  us,  however, 
still  face  to  face  with  another  of  very  different  aspect. 
There  can  be  little  doubt  that  syphilis  is  a common  cause 
of  abortions,  of  premature  births,  and  of  dead  births 
at  full  time,  and  that  in  a few  instances  it  causes  the 
production  of  children  who,  born  alive,  display  signs 
of  the  disease  at  the  time  of  birth.  This  is  a part  of 
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our  subject  concerning  which  I must  confess  that  I 
have  had  but  little  personal  experience.  Our  knowledge 
concerning  it  is  chiefly  derived  from  surgeons  in  large 
family  practice,  and  especially  from  those  holding  ap- 
pointments in  lying-in  institutions. 

Abortions. — As  regards  the  proneness  to  abort  in 
syphilitic  mothers,  although  it  is  undoubtedly  very 
common,  yet  it  seems  cpiite  possible  that  we  have  got 
rather  an  exaggerated  impression.  Abortions  arc  very 
common  cpiite  independently  of  syphilis;  and  wo  do 
not  possess  on  this  point  any  carefully  observed  family 
data  with  which  to  institute  comparisons.  Not  only  do 
they  happen  to  women,  but  they  are  also  abundantly 
frequent  in  our  domestic  animals.  On  the  other  hand, 
we  have  every  day  proof  that  women  may  bear  large 
families  of  tainted  children,  and  never  show  any  ten- 
dency to  abort.  I urge  these  considerations  not  with 
any  wish  to  throw  doubt  on  the  current  belief,  but  only 
to  suggest  that  a little  care  is  desirable  before  we 
accept  as  true  the  suggestion  that  all  that  happens  to 
the  offspring  of  syphilitic  mothers  is  really  and  directly 
due  to  their  syphilis. 

Above  all,  I have  to  protest  against  the  condition 
known  as  the  macerated  foetus  being  accepted  as  an 
indication  of  syphilis.  Nothing  is  commoner  than  the 
macerated  lamb,  calf,  or  foal,  and  all  that  the  macera- 
tion proves  is  that  death  had  preceded  expulsion  by  a 
considerable  time. 

Tlie  placenta. — Changes  in  the  placenta  are  of 
great  importance  in  reference  to  the  viability  of  the 
foetus.  Cell  proliferation  around  and  in  the  villi 
occurs,  and  is  followed  by  results  similar  to  those  in 
other  organs.  The  vessels  become  occluded  and  the 
villi  wither. 

Soiiie  unexplained  (acts  as  to  the  influence 
of  sex  in  inherited  syphilis. — There  are  some  curious 
facts  as  regards  the  greater  liability  of  the  female  sex 
to  the  later  results  of  inherited  taint.  My  attention  was 
first  drawn  to  them  when  writing  on  syphilitic  keratitis 
in  1863,  and  although  they  have  since  then  been  con- 
firmed not  only  by  my  own  more  recent  experience, 
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but  by  many  other  observers,  no  plausible  explanation 
has  been  offered.  The  inequality  referred  to  does  not 
apparently  obtain  in  the  case  of  registered  deaths  from 
syphilis  in  infancy,  nor  as  regards  the  prevalence  of 
inherited  taint  in  general,  but  only  in  reference  to 
certain  special  affections. 

The  mortality  at  the  Blackfriars  Hospital  for  Skin 
Diseases,  when  I was  on  the  staff,  was  mainly  caused  by 
hereditary  syphilis.  Its  total  was,  however,  very  small. 
During  a period  of  nearly  twenty  years  only  71  death 
certificates  were  given.  Of  these,  however,  no  fewer 
than  41  were  for  hereditary  syphilis,  and  several  others 
are  so  worded  as  to  leave  the  question  doubtful.  Of 
the  41  alluded  to,  22  were  boys  and  19  girls.  Thus  it 
would  appear  that  the  number  of  boys  who  die  of 
infantile  syphilis  at  least  equals  that  of  girls. 

In  my  work  on  “ Inherited  Syphilis  as  a Cause  of 
Diseases  of  the  Eye  and  Ear,”  I published  a consider- 
able number  of  cases  of  iritis  in  infancy,  and  of 
keratitis  and  of  deafness  at  later  periods.  On  counting 
iip  the  whole  of  these,  it  would  appear  to  be  the  fact 
that  the  female  sex  presents  a considerable  excess  of 
subjects  of  each  of  these  forms  of  disease. 

My  facts  stand  as  follows  : — 

Of  iritis  in  infancy,  23  cases  in  which  the  sex  is 
specified,  and  of  these  18  were  females  and  only  5 males. 

Of  keratitis  at  various  ages  before  and  after  puberty, 
but  none  in  infancy,  a total  of  102  cases,  out  of  which 
64  were  females  and  only  38  males. 

Of  deafness  at  various  ages  (no  infants)  there  arc 
21  cases,  of  which  15  had  keratitis  also,  and  are  counted 
in  the  preceding  statement.  The  subjects  of  the  6 
cases  not  counted  in  the  keratitis  series  are  all  females, 
and  of  the  15  so  counted  9 were  females  and  6 males. 
Thus  we  have  totals  of  15  and  6 respectively. 

My  book  also  comprises,  in  addition  to  the  cases 
included  under  the  preceding  statements,  20  others,  in 
which  for  various  ailments  children  or  young  persons, 
the  subjects  of  inherited  syphilis,  came  under  care. 
These  were  of  various  ages,  but  most  of  them  beyond 
infancy.  Of  the  20,  13  were  females  and  only  7 males. 
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Mr.  Hinton  stated  that  cases  of  deafness  in  connec- 
tion with  hereditary  syphilis  constituted  one-twentieth 
of  his  patients  at  Guy’s  Hospital.  He  gave  no  statistics 
as  to  sex,  but  stated  : “The  great  majority  of  the  cases 
that  I have  seen  have  been  in  females.”* 

The  most  recent  contribution  to  the  statistics  of  the 
subject  occurs  in  a lecture  by  Mr.  Brudenell  Carter, 
published  in  the  Lancet.  Mr.  Carter  gives,  as  his 
experience  of  interstitial  keratitis,  92  cases,  stating 
that  he  regards  them  all  as  resulting  from  inheritance 
of  taint.  Of  these,  61  were  females  and  only  31  males. 
As  regards  ulcers  of  the  cornea  (not  syphilitic),  the 
proportions  of  the  two  sexes  were  equal. 

* Toynbee  on  “Diseases  of  the  Ear,”  p.  4G1. 
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INHERITED  SYPHILIS  IN  CHILDREN  AND  YOUNG 
PERSONS  (POST-INFANTILE  PERIODS) 

The  recognition  of  inherited  taint. — The  estab- 
lishment or  otherwise  of  a diagnosis  of  inherited 
venereal  taint  in  young  persons  must  always  be  treated 
as  a matter  involving  peculiar  responsibility.  It  is 
often  one  of  great  difficulty,  and  requiring  the  cautious 
use  of  special  knowledge.  In  most  cases  the  surgeon  is 
precluded,  either  by  moral  obligations  or  by  motives  of 
kindness,  from  asking  any  direct  questions,  or  even  such 
as  may  excite  suspicion.  If  it  is  the  mother  of  the 
patient  to  whom  such  questions  are  put,  it  is  very 
possible  that  they  may  be  the  means  of  inducing  her  to 
suspect  that  which  she  had  never  before  dreamed  of, 
and  which,  .whether  true  or  otherwise,  may  poison  the 
happiness  of  her  life.  There  can  be  no  duty  more  im- 
perative, in  the  exercise  of  our  profession,  than  that  of 
abstaining  from  needlessly  exciting  in  the  minds  of  our 
patients  suspicions  as  to  conjugal  purity.  In  a general 
way  there  is  much  less  need  of  caution  in  seeking  in- 
formation from  the  father  of  such  a patient  than  from 
the  mother.  Still,  no  one  would  willingly  be  guilty  of 
the  cruelty  of  leading  a father,  however  correctly,  to 
attribute  the  sufferings  of  his  child  to  his  own  faults. 
These  considerations  greatly  increase  the  importance 
of  those  objective  symptoms  upon  which  we  are  accus- 
tomed to  base  a diagnosis  of  this  nature.  I shall 
endeavour  to  be  as  explicit  as  possible  in  defining  the 
degree  of  value  which  I believe  to  attach  to  some  of 
these. 

In  any  case  in  which  a syphilitic  taint  is  suspected 
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we  must  seek  certainty,  first  by  inspection  of  the 
patient's  symptoms  and  developmental  peculiarities, 
and  secondly  by  inquiries  as  to  infantile  history. 

Malformations  ol  tlie  permanent  teeth. — By 
far  the  most  trustworthy  amongst  the  objective  symp- 
toms is  the  state  of  the  permanent  teeth,  if  the  patient 
be  of  age  to  show  them.  Although  the  temporary  teeth 
often,  indeed  usually,  in  syphilitic  children,  present 
some  peculiarities  of  which  a trained  observer  may 
avail  himself,  they  show  nothing  which  is  pathogno- 
monic, and  nothing  which  I dare  describe  as  worthy 
of  general  reliance.  The  central  upper  incisors,  of  the 
second  set,  are  the  test  teeth,  and  the  surgeon  not 
thoroughly  conversant  with  the  various  and  very  fre- 
quent forms  of  dental  malformation  will  avoid  much 
risk  of  error  if  he  restrict  his  attention  to  this  pair. 
In  syphilitic  patients  these  teeth  are  usually  short  and 
narrow,  with  a broad  vertical  notch  in  their  edges, 
and  their  corners  rounded  off.  Horizontal  markings  or 
furrows  are  often  seen,  but  they,  as  a rule,  have  nothing 
to  do  with  syphilis.  If  the  question  be  put,  “ Are  teeth 
of  the  type  described  pathognomonic  of  hereditary 
taint  ? ” I answer  unreservedly,  that,  when  well  charac- 
terised, I believe  that  they  are.  I have  met  with  many 
cases  in  which  the  type  in  question  was  so  slightly 
marked  that  it  served  only  to  suggest  suspicion,  and  by 
no  means  to  remove  doubt,  but  I have  never  seen  it 
well  characterised  without  having  had  good  reason  to 
believe  that  the  inference  to  which  it  pointed  was  well 
founded. 

Next  in  value  to  the  malformations  of  the  teeth — a 
subject  to  which  I must  return  later  (Chapter  XLY.) — 

are  the  state  of  tlie  patient's  skin,  tlie  formation 
of  tlie  nose,  tlie  contour  o f tlie  forehead  anti 
shape  of  the  head.  The  skin  is  often  thick,  pasty, 
and  opaque,  but  not  infrequently  remarkably  soft  and 
silky.  It  often  shows  little  pits  and  scars,  the  relics 
of  a former  eruption,  and  at  the  angles  of  the  mouth 
are  radiating  linear  scars  running  out  into  the  cheeks. 
The  bridge  of  the  nose  is  usually  broad  and  low,  often 
it  is  remarkably  sunken  and  expanded.  A want  of 
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firmness  in  the  cartilaginous  septum,  allowing  the  end 
of  the  nose  to  be  shaken  about  too  easily,  is  a frequent 
condition  to  be  noticed.  The  forehead  is  usually  large 
and  protuberant  in  the  regions  of  the  frontal  emin- 
ences; often  there  are  well-marked  transverse  depressions 
a little  above  the  eyebrow's.  The  hair  is  usually  dry 
and  thin,  and  now  and  then  (but  only  rarely)  the  nails 
are  broken  and  somew'hat  roughened.  If  the  eyes  have 
already  suffered,  a hazy  state  of  the  cornese,  and  a 
peculiar,  leaden,  lustreless  appearance  of  the  irides, 
with  or  without  synechise,  may  be  expected.  If,  however, 
the  eyes  have  not  yet  been  attacked  by  syphilitic  inflam- 
mation, they  will  present  no  deviation  from  the  state 
of  perfect  health  and  brilliancy.  The  occurrence  of 
well-characterised  symmetrical  interstitial  keratitis  is 
now  considered  by  most  authorities  as  in  itself  pathog- 
nomonic of  inherited  taint.  It  is  almost  constantly 
coincident  writh  the  syphilitic  type  of  teeth,  and,  when 
these  two  conditions  are  found  together  in  the  same 
individual,  wre  may  certainly  feel  that  the  diagnosis 
is  beyond  doubt.  As  a general  rule,  how'ever,  it  is 
only  by  the  careful  estimate  of  various  physiognomical 
conditions,  and  when  the  symptoms,  considered  together, 
support  each  other,  that  the  diagnosis  of  this  diathesis 
can  be  established.  I must  especially  beg  of  those 
who  have  not  previously  made  the  deformities  of  the 
teeth  the  subject  of  special  study  to  lie  very  careful  in 
their  inferences.  Mistakes,  leading  to  much-regretted 
consequences,  may  ensue  from  too  hasty  reliance  upon 
misinterpreted  symptoms;  and  those  in  which  the  teeth 
are  concerned  are  especially  liable  to  mislead. 

In  inherited  syphilis  not  only  is  the  skull  very 
prone  to  show  peculiar  prominences  on  the  frontal 
eminences,  but  there  arc  frequently  low7  protuberances 
on  other  parts.  The  skull,  as  a whole,  often  pre- 
sents a somewhat  square  appearance.  All  the  long 
bones  ought  also  to  be  examined,  more  especially  the 
tibiae,  for  not  unfrequently  nodes  will  be  discovered 
on  them.  These  are  sometimes  attended  by  overgrowth 
of  the  bone  in  length.  When  this  is  the  case,  a bend 
forwards,  known  as  “ the  sabre  curve,”  is  often  pro- 
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ducecl.  The  state  uf  the  patient’s  hearing  must  be 
examined.  If  there  be  symmetrical  deafness,  or  the 
history  of  a past  attack  of  deafness  without  discharge 
from  the  ears,  the  fact  is  strongly  corroborative.  Lastly, 
a careful  ophthalmoscopic  inspection  of  the  fundus 
must  be  made.  Patches  of  absorption  in  the  choroid  in 
the  extreme  periphery  are  often  present,  and  their 
value  for  diagnosis  is  very  great,  although  possibly 
they  are  not  to  be  considered  as  pathognomonic  of 
syphilis.  A condition  somewhat  resembling  retinitis 
pigmentosa  will  be  sometimes  seen,  but  it  is  rare  and 
not  wholly  trustworthy. 

Terms.— The  terms  “ congenital,”  “ transmitted,” 
and  “ hereditary  ” may,  for  our  present  purposes,  be 
considered  as  synonymous.*  They  all  stand  in  contra- 
distinction to  “acquired,”  and  imply  that  the  disease 
has  been  obtained  from  a parent  before  birth,  and  not 
from  post-natal  contagion.  In  pathological  inheritance 
no  primary  sore  occurs,  but  the  virus  passes  more  or  less 
directly  from  the  blood  of  the  parent  into  that  of  the 
child.  The  term  “ congenital  ” must  not  be  held  to  imply 
that  the  inheritance  is  obvious  at  the  time  of  birth,  for 
it  may  easily  be  the  fact  that  no  signs  of  it  become 
apparent  until  long  afterwards.  Not  the  less  is  it 
probably  true  that-  the  taint,  or  rather  the  living  virus, 
is  always  existent  in  the  child  at  birth. 

of  inheritance. — There  may  be  some  varia- 
tion as  to  the  precise  mode  of  inheritance.  It  may  he 
that  it  is  from  the  father  alone,  or  from  the  mother 
alone,  the  poison  being  in  each  instance  present  in  the 
one  parent  at  the  time  of  their  child’s  conception. 
To  these  modes  we  may  give  the  name  “conception- 
inheritance,”  qualified  as  “paternal”  or  “maternal,” 
or  “sperm-inheritance”  and  “germ-inheritance”  re- 
spectively. This  is  the  only  kind  of  direct  paternal 
inheritance  possible.  A mother  may,  however,  be  the 
means  of  communicating  the  disease  to  her  offspring 

* It  will  be  obvious  that  throughout  this  chapter  I use  the  word 
“inheritance  ” in  its  pathological  and  not  in  its  more  restricted  physio- 
logical sense.  A child  may  be  as  properly  said  to  inherit  property  or 
morbid  germs  as  to  inherit  character  or  diathesis,  though  not  in'  the 
same  sense. 
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in  another  manner.  It  may  have  been  the  fact  that  at 
the  date  of  impregnation  she  was  perfectly  free,  and 
that  she  acquired  primary  disease  at  some  period  of 
her  pregnancy.  In  this  case  the  foetus  will  receive  the 
poison,  not  at  the  very  starting-point  of  its  existence, 
but  after  a period,  of  variable  length,  of  healthy 
intra-uterine  life.  Facts,  in  abundance,  prove  that  at 
whatever  period  of  pregnancy  a woman  acquires 
syphilis,  if  only  time  be  allowed  for  the  development 
of  her  disease,  there  is  great  probability  that  it  will 
pass  from  her  to  the  foetus.  Nor,  we  may  remember, 
does  this  happen  in  the  case  of  syphilis  only.  If  a 
pregnant  woman  suffers  from  small-pox,  her  foetus 
will  also  be  affected,  and  very  probably  it  is  the  same 
with  the  other  exanthemata. 

It  may  be  convenient  here  to  ask  whether  the  trans- 
mission of  syphilis  in  this  way  from  the  mother’s  blood 
to  that  of  her  child,  through  the  placental  circulation, 
produces  results  differing  from  those  which  follow 
sperm-inheritance  or  germ-inheritance.  The  question 
may  bo  answered,  temporarily  at  any  rate,  with  a 
denial,  and  the  onus  probandi  may  be  suitably  thrown 
on  those  who  assert  it.  I once  attended  a lady  in  the 
seventh  month  of  her  pregnancy  for  primary  syphilis. 
I saw  her  indurated  chancre  and  also  her  rash.  Her 
husband  was  also  under  my. care  for  the  disease.  The 
child  was  born  looking  healthy,  but  it  began,  as  usual, 
to  suffer  from  snuffles  at  a month  old,  and  it  went 
through  a severe  infantile  illness  with  all  the  usual 
symptoms.  It  recovered  under  mercurial  treatment, 
but  subsequently  showed  the  characteristic  teeth  and 
physiognomy,  and  had  a severe  attack  of  keratitis  with 
periostitis  of  the  tibiae  and  effusion  into  both  knee- 
joints.  This  child  was  subsequently  under  my  observa- 
tion for  fourteen  years,  and  there  has  been  nothing 
whatever  to  distinguish  its  symptoms  from  those  which 
we  see  so  frequently  as  the  result  of  sperm-  or  germ- 
inheritance.  Other  cases  of  a similar  kind  might  be 
adduced,  and  they  justify  us  in  holding  for  the  present 
that  probably  the  results  of  intra-uterine  infection  and 
conception-infection  are,  as  a rule,  closely  similar. 
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We  must  next  ask  whether  sperm-inheritance  differs  in 
its  results  from  germ-inheritance,  and  whether  when 
the  child  receives  a taint  from  both  parents  it  suffers 
more  severely,  or  in  any  way  differently,  from  what 
occurs  when  it  receives  it  from  only  one.  We  enter 
here  upon  a most  difficult  inquiry,  and  our  knowledge 
of  the  laws  of  inheritance  is  not  sufficiently  advanced 
to  permit  of  a categorical  answer  being  given.  Nor, 
indeed,  have  our  facts  as  to  the  inheritance  of  syphilis 
been  as  yet  collected  and  compared  with  sufficient  care. 
It  may  prove  that  future  investigations  will  succeed 
in  establishing  more  detailed  and  definite  laws,  as 
explanation  of  the  variation  in  the  clinical  phenomena 
which  we  witness.  On  the  other  hand,  it  may,  perhaps, 
come  about  that  we  shall  see  that  we  have  already  gone 
farther  in  this  direction  than  either  our  present  or  our 
future  knowledge  will  warrant.  We  are  met  at  the 
very  threshold  of  our  inquiry  by  the  fact  that  we  do 
not  yet  know  the  limits  of  possible  variability  in  the 
phenomena  of  syphilis,  independently  of  any  appre- 
ciable difference  in  the  conditions  of  its  origin.  Thus 
we  are  constantly  in  danger  of  assuming  that  differ- 
ences which  we  observe  in  the  course  and  severity  of 
the  disease  are  due  to  peculiarities  in  the  mode  of 
acquisition,  when  in  reality  they  Were  quite  possible 
under  modes  which  were  identical.  The  more  we  study 
the  sidjject  the  more  shall  we  feel  obliged  to  acknow- 
ledge the  importance  and  width  of  bearing  of  this 
fallacy.  We  must  also  be  exceedingly  careful  as  to 
giving  our  confidence  to  single  and  isolated  narratives, 
whether  they  be  the  results  of  our  own  observation  or 
the  records  of  that  of  other  surgeons.  There  are  in 
respect  to  syphilis  such  endless  sources  of  mistake  that, 
however  clear  the  seeming  inference  may  be,  it  is  never 
safe  to  trust  it  unless  it  has  the  support  of  many  in- 
dependent observations.  Acting  on  this  rule  as  to  the 
reception  of  evidence,  I shall,  in  what  is  to  follow, 
trust  far  more  to  general  conclusions  from  daily  ex- 
perience than  to  the  apparent  indications  of  individual 
but  isolated  cases. 
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fan  syphilis  l»o  inherited  directly  li'om  I lic- 
fatlier! — -Whilst  all  admit  that  a child  may  inherit 
syphilis  from  its  mother,  there  are,  possibly,  still  some 
who  doubt  whether  it  can  inherit  from  the  father  in- 
dependently of  the  mother.  The  evidence  on  this  point 
seems  to  me  overwhelming.  It  is  a matter  of  constant 
experience  that  the  father  of  a syphilitic  infant  is 
known  to  have  had  the  disease  before  marriage,  whilst 
not  a symptom  has  ever  been  observed  in  his  wife.  It 
is  improbable,  in  the  highest  degree,  that  a large  num- 
ber of  married  women  should  acquire  syphilis  in  its 
primary  form,  pass  through  its  secondary  stages,  and 
yet  never  know  it.  Yet  this  is  the  supposition  which 
we  must  adopt,  not  once  nor  twice,  but  as  being  an 
everyday  occurrence,  if  we  reject  the  belief  that  a 
syphilitic  father  may  beget  a syphilitic  child,  quite 
independently  of  any  previous  infection  of  its  mother. 
There  are,  however,  many  other  supporting  facts.  In 
these  cases  it  very  frequently  happens  that  the  taint  in 
the  father  is  wholly  latent,  that  he  has  for  long  ap- 
peared to  be  absolutely  wrell,  and  that  he  has  no  trace 
whatever  of  sore  on  his  penis  by  which  an  infection 
of  his  wife  might  be  effected.  Then,  again,  not  only 
has  the  disease  wholly  escaped  the  observation  of  the 
mother,  but  she  appears,  on  the  most  minute  examina- 
tion, to  be  wholly  free  from  symptoms,  and  in  most 
instances  she  remains  so  in  after-life.  Such  facts  are 
wholly  inconsistent  with  the  supposition  that  she  has 
passed  through  syphilis  in  its  ordinary  stages  as  an 
acquired  disease.  In  nine  cases  out  of  ten,  acquired 
syphilis  is  an  affair  which  its  victim  cannot  either 
ignore  or  forget. 

Severity  of  disease.  independent  ot  conditions 
of  transmission. — It  being,  then,  taken  as  established 
that  a child  may  at  the  time  of  conception  take  syphilis 
from  its  father  alone,  from  its  mother  alone,"  or  from 
both  simultaneously,  and  that  it  may  also  receive  it 
later  on  from  the  mother’s  blood  during  pregnancy,  we 
have  to  ask  whether  the  disease  presents  any  differences 
under  these  several  conditions.  The  answer  to  this  has 
already  in  part  been  given,  for  it  has  been  asserted 
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that  what  is  termed  “pregnancy-transmission”  is  just 
as  severe  as  conception-inheritance.  Diday  has  cited 
a number  of  facts  in  proof  of  this,  and  all  that  I 
have  myself  observed  is  in  unison  with  his  conclusions. 
To  avoid  tediousness,  it  may  perhaps  be  asserted  briefly 
that  thex*e  is  no  reason  for  believing  that  the  inheritance 
from  the  mother  (gernv-transmission)  produces  more 
serious  results  than  sperm-transmission,  or  that  the 
child  who  inherits  from  both  parents  suffers  more 
severely  than  he  would  if  one  were  free.  In  connection 
with  this  assertion,  it  is  to  be  freely  admitted  that  there 
are  certain  facts  for. which  as  yet  we  can  find  no  ex- 
planation, and  which  may  possibly  lead  to  some  modifi- 
cation of  this  rule.  The  cases  exceptional  to  rule  to 
which  I refer  are  those  in  which  children  are  born  with 
syphilitic  lesions  actually  present,  or  with  traces  of 
intra-uterine  disease.  We  must  also,  in  connection 
with  this  point,  recall  the  fact,  apparently  established, 
that  the  two  sexes,  in  reference  to  certain  lesions,  do 
not  suffer  exactly  in  the  same  ratio,  the  examples  of 
infantile  iritis,  of  keratitis  in  adolescent  periods,  and 
of  syphilitic  deafness,  being  much  more  common  in 
girls  than  in  boys. 

Having  just  suggested  that  the  several  modes  of 
inheritance  amount,  as  regards  the  heir,  to  much  the 
same  thing,  we  have  next  to  ask  whether  the  stage 
which  the  disease  has  reached  in  a parent  makes  any 
difference  as  to  that  manifested  in  the  offspring.  This 
is  best  answered  by  saying,  broadly,  that  there  is  no 
evidence  in  proof  that  it  does  so.  Some  facts  which 
are  unexplained  undoubtedly  exist,  but  there  is  enough 
of  positive  evidence  in  proof  that  children  who  present 
precisely  similar  phenomena  may  be  born  at  various 
periods  of  the  parental  disease,  to  make  us  put  them  for 
the  present  aside.  Diday  and  others  have  collected  evi- 
dence on  this  subject.  We  shall  probably  be  quite  safe 
in  making  a tabula  rasa  as  regards  all  theories  hitherto 
advanced  in  explanation  of  the  different  degrees  of 
severity  which  inherited  syphilis  displays.  These  dif- 
ferences are  probably  not  greater  than  those  which  we 
observe  in  the  case  of  the  acquired  disease.  Chancre- 
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syphilis,  as  is  well  known,  falls  with  very  different 
severity  of  incidence  on  different  individuals.  The 
reasons  why  it  does  so  are  inexplicable,  just  as  are  those 
which  apply  to  the  parallel  phenomena  in  small-pox 
and  scarlet  fever.  It  will  be  wise,  therefore,  to  clear 
away  the  old  hypotheses  and  begin  the  investigation  of 
facts  anew. 

With  the  hypotheses  which  we  thus  put  aside,  it  may 
be  well  to  associate  a piece  of  mattcr-of-fact  observation 
which  is  probably  a mistake.  It  is  generally  said,  and 
accepted,  that  the  inheritance  of  syphilis,  when  con- 
tinued through  a family  of  children,  shows  a tendency 
to  fall  off,  and  decreases  in  severity  in  each  successive 
child,  until  it  comes  finally  to  an  end.  I must  myself 
take  some  share  of  responsibility  for  the  perpetuation 
of  this  opinion,  which  I now  believe  to  be  an  error. 
It  is  also  strongly  stated  by  Diday.  That  the  eldest 
child  or  elder  children  (those  born  nearest  to  the 
parental  acquisition)  are  the  most  likely  to  inherit  it, 
is  unquestionable,  and  so  also  is  the  fact  that  the 
younger  ones  often  escape.  In  admitting  this,  however, 
we  by  no  means  admit  that  the  disease  is  apt  to  occur  in 
a modified  form  in  the  younger  ones.  We  shall  pro- 
bably be  nearer  the  truth  if  we  assert  that  the  inherit- 
ance of  a syphilitic  taint  is  often  irregular;  that  fre- 
quently, of  several  children  born  under  apparently 
similar  conditions,  one  may  receive  it  and  another 
escape;  but  that,  if  it  be  received,  it  is  always  one  and 
the  same  specific  malady.  Although  it  may  and  does 
develop  with  very  differing  degrees  of  severity,  yet  the 
child  who  inherits  it  at  all,  inherits  its  full  risks,  and 
is  just  as  liable  as  another  to  its  severest  manifesta- 
tions. Much  evidence  might  be  adduced  to  show  that 
when  a succession  of  children  suffer,  the  youngest  may 
suffer  as  severely  as  the  eldest.  It  might  also  easily  be 
proved  that,  under  such  circumstances,  the  disease  may 
skip  one  child  and  appear  again  in  one  still  younger.* 

The  following  case  seems  worth  quoting  in  illus- 

* These  statements  have  received  definite  support  from  the  discovery 
of  the  spirochcete  as  the  specific  cause  of  syphilis.  As  given  above,  they 
stand  exactly  as  they  did  in  my  first  edition. 
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tration  of  the  assertion  previously  made,  that  there  is 
usually  no  aggressive  tendency  in  the  adult  life  of 
those  who  inherit  syphilis. 

Mrs.  was  under  my  observation  at  intervals 

for  twenty-five  years.  In  the  first  instance  I removed 
her  right  eye,  which  had  been  lost  by  heredito-syphilitic 
inflammation.  Her  other  eye  was  also  much  damaged, 
both  as  regards  cornea  and  choroid.  She  had  a square 
forehead  and  typical  screwdriver  teeth.  She  was  abso- 
lutely deaf.  At  one  time  it  appeared  likely  that  she 
would  become  insane,  her  chief  symptom  being  extreme 
querulousness.  She  had  formerly  taken  iodides  and 
mercurials  for  long  periods. 

My  chief  object  in  mentioning  her  case  is  to  note 
that  in  the  last  twenty  years  during  which  Mrs. 

remained  under  my  observation  there  was  no 

aggressive  tendency,  either  as  regards  the  brain  or  the 
damaged  eye.  Both  remained  exactly  as  they  were. 
She  could  still  see  to  read  large  type,  and  to  do 
needlewrork.  She  was  a great  trouble  to  her  husband, 
from  her  constant  complaints  of  pain  at  the  pit  of  the 
stomach  and  her  inability  to  be  pleased  with  anything. 
At  the  age  of  fifty  she  looked  much  as  she  did  at 
thirty-five.  Her  only  daughter,  who  was  herself  quite 
free  from  symptoms  of  taint,  was  married  and  had 
healthy  children. 


CHAPTER  XLI 


SELECTED  CASES  IN  ILLUSTRATION  OF  INHERITED 

SYPHILIS* 

When  in  1878  I resigned  my  appointment  on  the  staff 
of  the  Moorfields  Ophthalmic  Hospital,  my  sphere  of 
observation  in  reference  to  the  later  results  of  inherited 
syphilis  became  greatly  reduced.  In  private  practice 
such  affections  are  fortunately  rare.  It  was  at  Moor- 
fields that  I had  collected  the  cases  upon  which  were 
based  my  conclusions  as  to  the  keratitis,  choroiditis, 
and  other  eye  affections  which  occur  in  connection  with 
inherited  taint,  and  also  as  to  the  peculiarities  in 
the  teeth  and  physiognomy  by  which  such  taint  may 
usually  be  recognised.  My  work  on  these  affections, 
which  was  published  in  1863,  contained  narratives  of 
most  of  the  cases  which  had  come  under  my  observa- 
tion up  to  that  date,  and  after  its  publication  it  did 
not  seem  worth  while  to  continue  to  collect  cases  in 
illustration  of  doctrines  which  were  soon  generally 
accepted  by  the  profession.  Since  that  time  I have 
taken  notes  almost  solely  of  such  cases  as  seemed 
cither  exceptional  to  the  views  which  had  been  advo- 
cated, or  which  suggested  new  ones.  From  time  to 
time  I have  since  published,  chiefly  in  my  Archives  of 
Surgery , brief  annotations  on  these  topics. 

It  may  be  convenient  to  recapitulate  some  of  the 
more  important  of  them  : — 

Vol.  I.,  p.  51,  et.  seq.  Two  cases  of  infantile  convulsions  in 

connection  witli  inherited  syphilis. 

Yol.  I.,  p.  51.  Severe  chronic  hone  disease,  one  node  having 

suppurated.  No  other  indications  of  taint 
in  the  child,  aet.  13,  hut  mother  syphilitic. 

* Reprinted  from  Archives  of  Surgery , January,  1898. 
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Vol. 

I., 

P- 

53. 

Vol. 

I., 

P- 

53. 

Vol. 

II., 

p. 

G5. 

Vol. 

II., 

P- 

66. 

Vol. 

II., 

P- 

118. 

Vol. 

11., 

P- 

291. 

Vol.  II.,  p.  294. 

Yol.  II.,  p.  295. 
Vol.  IV.,  p.  324. 


Vol.  V.,  p.  72. 
Vol.  V.,  p.  75. 


Vol.  V., 

p.  76 

Vol.  V.. 

p.  76 

A case  in  which,  a mother  showed,  secondary 
symptoms  apparently  from  foetal  con- 
tamination. 

Choroido-retinal  disease  in  an  infant  after 
convulsions.  I may  now  add  to  this  record 
that  four  years  later  the  child  was 
partially  idiotic. 

Are  women  liable  to  transmit  syphilis  to 
offspring  during  longer  periods  than  men  ? 

A woman  bore  syphilitic  children  four  or 
five  years  after  her  own  disease  (errone- 
ously stated  in  text  to  have  been  eight 
years). 

A case  in  which,  of  twin  infants,  both 
dead,  the  bones  of  one  showed  syphilitic 
changes,  and  those  of  the  other  were  free. 
(Seen  at  Berlin.) 

A case  in  which  two  sisters,  born  with  an 
interval  of  seven  years,  both  suffered  from 
late  lesions,  neither  of  them  having  had 
infantile,  symptoms.  Both  parents  were 
probably  tainted,  the  mother  by  foetal 
contamination.  (A  very  remarkable  narra- 
tive.) Again  referred  to,  with  additional 
particulars,  Vol.  V.,  p.  70. 

Case  in  which  it  might  have  been  believed 
that  a man  who  married  four  years  after 
his  syphilis,  communicated  the  disease  to 
his  wife. 

An  example  of  glandular  gumma  in  the 
neck  of  a girl  the  subject  of  inherited 
syphilis. 

A case  in  which  a man  who  married,  with 
my  consent,  four  years  after  syphilis,  was 
supposed  to  have  been  the  father  of  a 
syphilitic  child.  Diagnosis  as  regards  the 
child  erroneous. 

Severe  syphilis  inherited  from  a father.  The 
mother  remained  in  excellent  health. 
Severe  keratitis  and  nodes,  but  no  pecu- 
liarities in  teeth  or  physiognomy. 

Case  of  acquired  svphilis  (severe)  in  a man 
who  was  reputed  to  have  had  symptoms 
of  inherited  disease  in  infancy,  and  also 
interstitial  keratitis. 

Four  healthy  children  born  to  parents  both 
of  whom  had  suffered  from  syphilis. 

Palmar  psoriasis  in  a girl  of  eighteen  the 
subject  of  inherited  taint,  and  whose 
mother  had  the  same  affection. 
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Vol.  V.,  p.  183. 

Yol.  V.,  p.  216. 
Yol.  V.,  p.  264. 
Yol.  V.,  p.  360. 

Vol.  VI.,  p.  15. 

Yol.  VII.,  p.  60. 
Vol.  VII.,  p.  62. 


Vol.  VII.,  p.  63. 
Vol.  VII.,  p.294. 
Vol.  VIII., p.245. 

Vol.  VIII. ,p.  280. 

Vol.  VIII., p.283. 


Good  health,  and  entire  absence  of  phy- 
siognomical and  dental  peculiarities  in  a 
man,  aged  twenty-six,  whom  I had  treated 
for  infantile  syphilis.  He  had  suffered 
from  a severe  attack  of  keratitis  at  the 
age  of  nine. 

Several  cases  illustrating  paralytic  dementia 
in  the  subjects  of  inherited  syphilis. 

Gumma  in  the  tongue  in  a patient  the  sub- 
ject of  inherited  syphilis. 

Arrest  of  sexual  development,  with  mental 
peculiarities,  in  a boy  the  subject  of  in- 
herited syphilis. 

On  the  differences  between  syphilitic  teeth 
and  the  malformations  due  to  mercurial 
and  other  forms  of  stomatitis. 

“Ringworm  tongue”  in  a child  of  six  years, 
who  had  suffered  from  inherited  syphilis. 

An  instance  of  very  severe  keratitis,  with 
choroiditis  and  vitreous  opacities,  in  a 
syphilitic  girl  of  twelve,  who  showed  no 
peculiarities  of  physiognomy.  Synovitis 
of  one  knee. 

Reference  to  the  case  described  in  Vol.  II., 
p.  291. 

An  instance  of  severe  syphilitic  pemphigus 
present  at  time  of  birth.  (Drawing  kept.) 

Synovitis  of  the  knees  preceding  keratitis 
in  a young  man  the  subject  of  inherited 
syphilis. 

A case  of  complicated  aud  relapsing  in- 
flammation of  the  eyes  in  a young  woman 
(one  of  twins)  who  inherited  syphilis. 

On  deafness  in  connection  with  inherited 
syphilis,  and  on  the  greater  liability  of 
girls  to  suffer  from  it. 


I now  purpose  to  give  from  my  private  note-books  a 
few'  facts  which  I have  not  previously  recorded.  Some 
of  these  appear  to  be  of  value  because  they  supply 
further  details  respecting  cases  already  recorded,  but 
most  of  them  will  concern  vdiolly  new  ones.  Amongst 
the  special  points  which  will  be  illustrated  by  them  the 
following  may  be  mentioned  : — 


That  the  subjects  of  inherited  taint  often  grow 
up  into  healthy  men  $nd  women. 

That  complete  exemption  from  other  indications 
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of  taint  does  not  exempt  from  the  risk  of  an  attack 
of  keratitis. 

That  it  is  possible  for  one  child  in  a family  to 
suffer  very  definitely  whilst  all  the  others  ap- 
parently escape. 

That  it  is  very  exceptional  for  any  considerable 
series  of  children  to  suffer  in  succession  from  in- 
herited taint. 

That  the  mother  of  one  or  more  syphilitic  chil- 
dren may  herself  remain  throughout  quite  free  from 
symptoms  and  apparently  in  good  health. 

That  a condition  of  general  arrest  of  growth  may 
be  one  of  the  consequences  of  inherited  taint. 

That  it  is  possible  for  children  born  within 
dangerously  short  periods  of  the  primary  disease 
in  one  or  both  parents  to  escape  the  inheritance 
entirely. 

That  although,  as  a rule,  after  keratitis,  choroid- 
itis, etc.,  the  recovery  is  permanent,  there  are  excep- 
tional cases  in  which  certain  progressive  changes 
continue. 

That  it  is  by  no  means  improbable  that  some  who 
really  inherit  taint  never,  either  in  infancy  or  sub- 
sequently, show  any  symptoms. 

That  the  children  of  those  who  have  suffered  from 
inherited  syphilis  are  usually  quite  healthy. 

That  syphilitic  infants  may  be  suckled  by  their 
mothers  without,  as  a rule,  risk  to  the  latter. 

My  life’s  experience  affords  no  trustworthy  ex- 
ception to  either  of  these  last  two  propositions. 

Uterus  siimI  ;i ppcnd;ig<‘s  from  :i  ease  of  in- 
herited syphilis  showing  arrest  of  growth. — 

I have  in  my  possession  a drawing  which  represents 
the  exact  dimensions  (measured  by  compasses)  of  the 
uterus  and  ovaries  of  an  adult  woman  (set.  20)  who  was 
the  subject  of  inherited  syphilis.  She  was  of  low  stature 
and  displayed  a general  arrest  of  development.  Her 
mammae  were  extremely  small,  and  her  skin  was  dry 
and  of  earthy  pallor.  She  had,  I believe,  menstruated 
a few  times.  Her  physiognomy  and  teeth  showed  the 
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usual  characteristics.  She  died  in  the  London  Hospital, 
and  as  we  had  noted  the  especial  absence  of  femi- 
nine developments  we  were  interested  in  examining  the 
organs.  They  were  the  smallest  I have  ever  measured. 
Thus,  the  uterus  was  only  an  inch  and  half  in  length 
(half  of  what  is  normal),  and  the  appendages  were 
in  proportion. 

A case  which  I have  recorded  in  Archives  (vol.  v., 
p.  360)  is  a good  example  of  a parallel  condition  in 
the  male  sex.  Although  seventeen,  the  boy  was  quite 
emasculated  in  his  build,  and  was  the  subject,  I have 
no  doubt,  of  arrested  development  of  the  sexual 
organs.  He  had  extensive  choroido-retinitis. 

In  the  following  case  we  have  an  instance  of 

A strong,  healthy  son  born  of  a mother  who  had  suffered 
severely  from  inherited  syphilis ; the  mother  dwarfed  in  stature. 

— Mrs.  was  herself  a sufferer  from  inherited  syphilis  in  a 

very  severe  form.  She*  was  dwarfed  and  quite  deaf.  She  had 
been  under  my  care  for  an  attack  of  keratitis,  and  subsequently 
was  much  troubled  with  noises  in  the  head.  She  was  married 
and  had  borne  one  child.  I saw  this  child  when  he  was  twelve 
years  old.  He  was  a fine,  strong  lad  without  a symptom  of 
taint,  had  perfect  teeth,  and  was  as  tall  as  his  mother,  to 
whom  he  offered  a strong  contrast. 

Inherited  syphilis;  keratitis  and  internal 
otitis  at  the  a^e  ot  thirteen  ; report  on  state  ot 
health  at  the  aire  of  forty ; important  tacts  as 
to  family  history. — One  of  my  patients  at  Moorfields 
Ophthalmic  Hospital  was  under  treatment  in  1870  for 
a severe  attack  of  interstitial  keratitis.  Twenty-one 
years  later,  in  August  of  1891,  through  the  courtesy 
of  Dr.  W.  H.  Johnson,  of  Limehouse,  I had  an  oppor- 
tunity of  investigating  her  condition.  She  was  now 
a tall,  well-grown  woman  of  thirty-four.  Her  features 
were  not  peculiar,  and  the  notches  in  her  teeth,  which 
had  formerly  been  present,  were  worn  out.  She  was 
absolutely  deaf.  The  history  of  her  deafness  was  that 
in  1871,  whilst  still  taking  small  doses  of  mercury, 
which  I had  prescribed  for  her  keratitis,  her  hearing 
began  to  fail,  and  that  within  a fortnight  she  had 
become  quite  deaf,  and  had  remained  so  ever  since. 
She  had  learned  to  talk  with  her  fingers,  but  of  late 
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her  sight  hud  failed  so  much  that  it  was  feared  she 
would  lose  even  this  means  of  intercourse  with  others. 
She  was  liable  to  attacks  lasting  a few  moments  at  a 
time,  during  which  she  was  in  darkness.  Her  corneae 
showed  the  characteristic  haze,  and  the  pupils  were 
small.  There  were  white  patches  near  the  borders  of 
the  corneae,  and  a conspicuous  white  arcus  in  the 
upper  half. 

As  regards  family  history,  this  patient  was  the 
fourth  child,  and  had  younger  brothers  and  sisters. 
She  was  the  only  one  who  had  suffered.  I saw  one 
sister,  only  eighteen  months  younger,  who  had  ailed 
nothing  whatever. 

Six  years  later  still,  in  November,  1897,  I again 
examined  this  patient,  and  obtained  from  her  elder 
sister  in  more  detail  some  important  facts  as  to  the 
history  of  their  family.  Fortunately  the  fears  which 
had  been  entertained  as  to  the  advancing  failure  of 
sight  had  not  been  realised.  She  had  ceased  to  be  liable 
to  attacks  of  retinal  anaemia,  and  although  her  left 
eye  was  disabled  by  pupillary  occlusion,  she  could  still 
see  fairly  well  with  the  other.  It  wras  impracticable, 
owing  to  the  smallness  of  the  pupil,  to  examine 
the  fundus ; at  any  rate,  I found  it  so,  and  a note 
on  a Moorfields  Hospital  letter  recorded,  by  another 
observer,  the  same  result.  In  spite  of  this,  however,  I 
was  assured  that  she  was  a great  reader  and  could 
see  to  do  the  finest  needlework  with  ease.  Apart  from 
her  disability  from  deafness,  etc.,  she  enjoyed  excellent 
health,  was  of  a happy  disposition,  and  always  busy. 
She  was  now  forty. 

The  elder  sister,  who  had,  at  my  request,  brought 
her  to  me,  subsequently  gave  me  the  following  im- 
portant particulars  as  to  their  family  : The  patient 
is  the  third  living,  and  there  are  six  younger  ones. 
All  these  six  are  in  good  health,  and  have  never  suf- 
fered anything  suggestive  of  syphilis.  My  informant’s 
remark  was  : “ We  are  a remarkably  healthy  family, 
and  all  well  grown  and  strong.”  Asking  as  to  their 
parents,  I was  told  that  their  father,  who  was  a pilot, 
was  a man  of  splendid  frame  and  always  healthy, 
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but  had  “ lost  part  of  his  palate  after  a bad  sore 
throat.”  He  finally  fell  down  dead  from  heart  disease 
when  between  sixty  and  seventy.  Their  mother  had 
enjoyed  good  health  until  her  death  from  bronchitis 
at  sixty-five. 

No  one  can  reasonably  doubt  that  this  woman  is  the 
subject  of  inherited  taint;  her  deafness  and  keratitis 
sufficiently  prove  that,  and  the  statement  that  her 
father  had  a perforation  of  his  palate  as  a consequence 
of  a bad  sore  throat  indicates  the  source  from  which  the 
disease  was  derived.  As  her  sister,  only  three  years 
older  than  herself,  is  wholly  without  indications  of  it, 
there  cannot  be  much  hesitation  in  believing  that  her 
father  acquired  the  disease  after  his  marriage,  and  not 
long  before  our  patient  was  begotten.  It  is  of  interest 
to  note  that  not  only  does  his  wife  appear  to  have 
wholly  escaped,  but  also  all  their  subsequent  children. 
The  man  and  wife  continued  to  live  together  as  though 
nothing  had  happened,  and  a succession  of  six  children 
were  born,  all  of  whom  lived  and  have  remained  well 
up  to  adult  life  (all  being,  in  fact,  still  living  and 
robust).  The  one  next  to  our  patient  is  not  more  than 
eighteen  months  her  junior. 

Syphilis  inherited  from  the  father;  severe 
infantile  symptoms  and  subsequent  keratitis; 
a younger  sister  free  from  symptoms,  but 
showing'  typical  teeth. — The  next  case  which  I have 
to  relate  is  a very  conclusive  one  in  proof  of  the  possible 
escape  from  all  obvious  symptoms  in  childhood  of 
those  who  yet  most  certainly  inherit  taint.  A man 
who  had  suffered  from  syphilis  resumed,  after  a short 
time,  cohabitation  with  his  wife,  and  became  the  father 
of  a child  (a  girl),  who  suffered  severely  in  infancy.  It 
was  not  expected  that  she  would  survive,  but  with  great 
care  she  was  reared,  and  became  a healthy  woman.  At 
the  age  of  twenty-nine  she  passed  through  a most  severe 
attack  of  keratitis,  which  left  her  corncse  permanently 
damaged.  It  was  for  this  that  I was  consulted  when 
she  was  thirty-two  years  of  age.  The  bridge  of  her 
nose  was  much  sunken,  her  cornese  were  opaque,  and  her 
teeth  very  characteristic.  Her  whole  frame  was  some- 
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what  dwarfed.  With  her  came  a younger  sister,  aged 
twenty-eight,  who  was  married  and  the  mother  of  a 
fine,  healthy  child.  This  woman  had  never  suffered 
anything.  She  was  well  grown  and  showed  nothing 
peculiar  in  physiognomy,  yet  she  had  teeth  as  charac- 
teristic as  any  that  I have  ever  seen.  Between  the 
patient  and  this  her  younger  sister,  two  births  had 
occurred.  One  of  the  infants  was  stillborn,  and  the 
other  lived  five  weeks  and  then  died  of  diarrhoea.  In 
this  instance  the  mother,  who  had  continued  to  live 
with  her  tainted  husband  and  had  borne  to  him,  during 
five  years,  four  tainted  children,  never  herself  suffered 
in  any  way.  She  is  still  living  and  in  excellent  health. 
She  suckled  her  eldest  child  for  some  time  whilst  it 
was  ill,  and  never  contracted  any  sore  on  her  nipple. 

Incidentally  we  have,  in  the  above  narrative,  an 
example  of  healthy  offspring  in  the  third  generation. 

Hereditary  syphilis;  interstitial  keratitis  at 
the  aije  of  twenty-six;  patient  the  father  ol 
healthy  children. — The  following  case  is  of  interest 
as  an  example  of  the  production  of  healthy  children  in 
the  third  generation,  and  also  of  the  late  occurrence  of 
keratitis  : — 

December  11,  1873.  J.  , a six-foot  soldier, 

attended  me  in  1862,  aged  twenty-six,  for  interstitial 
keratitis.  He  got  well,  and  remained  well  for  five 
years.  Then  he  had  ophthalmia,  which  ended  in 
granular  lids.  He  was  a stout,  florid  man  in  splendid 
health,  and  the  father  of  six  healthy  children.  Yet 
his  teeth  were  quite  characteristic,  as  also  was  his 
keratitis. 

His  elder  sister  came  with  him  (five  years  older), 
and  she  had  no  signs  of  hereditary  syphilis.  I was  in- 
formed that  a younger  brother  had  had  an  attack  of 
inflammation  of  the  eyes. 

Healthy  child  ol  a mother  herself  the  subject 

of  inherited  syphilis.— Mrs.  , aged  twenty-eight, 

had  borne  two  children.  One  had  died  of  bronchitis 
after  measles,  aged  eighteen  months;  the  other,  aged 
three  months,  she  brought  with  her,  and  it  appeared 
to  be  perfectly  healthy. 
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This  woman  came  to  be  inspected  at  my  request, 
because  I had  diagnosed  inherited  syphilis  in  a younger 

sister.  Mrs.  had  deep  scars  about  the  mouth, 

and  her  teeth,  although  not  greatly  malformed,  were 
quite  characteristic.  She  had  suffered  from  keratitis 
at  the  age  of  eleven,  and  the  corneae  were  still  hazy. 
She  now  appeared  to  he  in  good  health.  She  stated 
that  she  had  been  told  that  up  to  three  months  old  she 
had  a had  rash  on  the  face. 

Effusion  into  one  knee-joint  in  a hoy  aged 
five,  pale  ami  puny;  interstitial  keratitis  of 
marked  character,  three  months  later;  no 
history  of  infantile  symptoms.  [April  9,  1873. ] — 
A further  note  on  August  29  of  the  same  year  records 
that  the  eye  was  well,  but  the  knee  still  somewdiat 
swollen.  It  will  be  seen  that  the  synovitis,  contrary  to 
rule,  preceded  the  keratitis. 

Congenital  syphilis;  infantile  convulsions, 
followed  at  the  age  of  eight  by  threatened 

dementia. — Mr.  ’s  child,  aged  eight  and  a half 

years,  was  brought  to  me  in  February,  1892.  At  the 
age  of  three  months  she  had  had  pain  in  all  the 
epiphyses,  and  a month  later  she  had  a convulsion. 
When  six  months  old  she  had  a very  severe  fit, 
attended  by  squint.  Last  summer  her  mind  seemed 
to  fail,  and  she  was  no  longer  able  to  say  hymns  as 
before.  Although  she  had  not  been  taught  at  school, 
yet  she  had  picked  up  a good  deal.  During  the  past 
few  months  she  had  become  dirty  in  her  habits.  I 
examined  her  eyes,  and  found  grey  degeneration  of 
the  optic  nerves. 

There  were  two  younger  children  of  the  same  family 
who  were  quite  healthy. 

Comments. — I do  not  know  the  sequel  of  this  case. 
The  child  was  obviously  threatened  with  failure  of 
mind,  etc.,  such  as  is  illustrated  by  the  cases  cited  at 
p.  21G,  Archives,  vol.  v.,  and  concerning  which  Dr. 
Shuttleworth  has  published  some  important  facts. 

One  only  in  a family  of  eight  showing  signs 
of  inherited  syphilis;  flic  others  living- and  quite 
free.— The  subject  of  this  remarkable  case  was  a girl  of 
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sixteen,  attended  on  September  10th,  1870,  on  account  of  the 
remains  of  interstitial  keratitis.  Her  teeth,  physiognomy,  and 
eyes  were  in  most  characteristic  conditions.  With  her  came 
two  sisters — one  set.  24,  the  eldest  of  the  family,  and  one 
set.  7,  the  youngest,  neither  of  whom  showed  the  slightest 
indication  of  inherited  taint.  Both  had  perfect  teetli.  I 
was  told  that  there  were  eight  living  children  in  the  family, 
that  the  patient  had  suffered  severely  all  her  life,  and  none 
of  the  others  at  all.  The  attack  of  keratitis  was  very  severe. 
There  were  three  younger  than  the  patient  living,  and  four 
older. 

The  above  facts  are  best  explained  by  supposing  that 
the  real  father  of  the  patient  suffered  from  syphilis  not 
long  before  her  begetting.  This  would  explain  the  escape 
of  all  born  previously.  The  husband  of  her  mother  was 
a sea-captain,  and  often  away  from  home,  and  in  con- 
nection with  this  fact  several  possibilities  suggest  them- 
selves. Unfortunately  I have  not  noted  how  long  the 
interval  was  between  the  patient  and  the  one  now  living 
who  was  born  next  to  her.  It  may  have  been  long- 
enough  to  allow  of  the  infecting  parent  having  got  rid 
of  the  taint.  Possibly’  the  two  who  died  intervened. 
In  all  probability  the  inheritance  was  paternal,  the 
mother  having  escaped. 

Inherited  syphilis;  father  alone  the  source 
ot  infection;  mother  remaining:  quite  healthy 
throughout. — A surgeon  had  a chancre  on  his  index 
finger  in  August,  1883.  He  took  mercury,  and  did  well 
under  it.  His  wife  bore  a child  in  December,  1884.  It 
was  a fine  child  at  birth,  but  when  two  weeks  old  it 
became  covered  with  an  eruption.  After  that  it  never 
thrived.  Grey  powder  was  at  once  given,  and  when  the 
child  was  brought  to  me  on  January  16th,  at  the  age  of 
five  weeks,  the  rash  had  faded,  but  there  were  unmis- 
takable symptoms  of  inherited  taint.  Its  buttocks  were 
then  covered  with  a red  excoriated  eruption,  -which 
tended  to  assume  a polished  surface.  There  was  also 
some  eruption  about  its  mouth.  It  had  had  no  snuffles. 
Under  mercurial  inunction  the  symptoms  disappeared, 
and  the  child  afterwards  throve  well. 

In  this  case  I know  that  the  mother  remained 
throughout  cpiitc  free  from  symptoms.  It  appears  to 
be  a good  instance  of  inheritance  from  the  father  only. 
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As  the  chancre  was  nut  on  the  penis,  there  was  but 
little  risk  of  direct  contagion  to  the  wife.  That  a 
woman  should  bear  to  a syphilitic  husband  a syphilitic 
child,  and  yet  apparently  wholly  escape  herself,  is, 
I believe,  not  uncommon. 

It  is  interesting  to  add  to  this  narrative  that,  three 
years  after  the  date  of  my  notes,  the  father  reported 
to  me  that  his  wTife,  his  child,  and  he  himself  were  all 
in  excellent  health. 


Congenital  syphilis;  keratitis  severe  in  eldest 
and  youngest  of  three  children:  absence  of  teeth 
peculiarities. — Mr. brought  me  his  three  children. 

W.  (M.),  aet.  14,  had  suffered  from  keratitis,  and  had  a 
characteristic  forehead.  His  corneae  were  now  clear. 

F.  (M.),  aet.  12,  showed  nothing  and  had  ailed  nothing. 

E.  (F.),  aet.  10  (my  present  patient),  had  now  the  remains 
of  most  severe  keratitis. 

None  of  the  three  had  peculiar  teeth. 

Syphilitic  pemphigus  developed  dining  intra- 
uterine life  (Ricord’s  Plate,  and  Archives , vol.  vii. 
p.  294).— No  one  who  has  seen  the  forty -sixth  plate  of 
Ricord’s  Atlas  can  doubt  the  occasional  occurrence  of 
the  intra-uterine  development  of  syphilis.  The  infant 
whose  body  is  depicted  was  born  dead,  and  it  was 
covered  writh  abrasions  and  pemphigus  blebs.  The 
hands  and  feet  were  affected  with  special  severity. 
The  infant  was  a male,  and  born  at  full  time.  Its 
father  had  suffered  from  syphilis  quite  recently,  but 
the  mother  remained,  so  long  as  she  was  under 
observation,  in  perfect  health,  and  had  never  had  a 
symptom.  The  child  was  believed  to  have  been  dead 
three  or  four  days  before  birth.  It  had  no  special 
visceral  disease. 

Recovery  from  syphilitic  pemphigus  in  nn 
infant;  choroiilo-retinitls  and  much  damage 

fo  eyes.— A child  of  six  (July  13,  1873)  had  been 
in  infancy  the  subject  of  syphilitic  pemphigus.  She 
had  at  birth  crimson  palms  and  soles,  and  ten  days 
afterwards  bullae  as  large  as  grapes  appeared  on  her 
hands  apd  forearms,  feet  and  legs,  and  were  con- 
fined to  those  parts.  She  was  very  ill,  but  recovered 
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under  grey  powder  and  mercurial  ointment.  She  also 
had  sores  at  the  corners  of  the  mouth,  snuffles,  and 
patches  at  the  anus.  These  facts  were  supplied  to  me 
by  the  surgeon  who  had  treated  her. 

Her  father  had  contracted  syphilis  six  months  before 
his  marriage,  and  her  mother,  after  a first  miscarriage, 
had  a syphilitic  eruption.  A previous  child  was 
syphilitic.  The  child  born  next  after  our  patient  had 
an  eruption  on  the  buttocks,  and  got  well  under  grey 
powder,  but  died  from  “ tuberculosis  and  inflammation 
of  the  brain  ” at  three  years  of  age.  The  next  child,  a 
male,  had  no  symptoms  of  syphilis.  He  was,  at  the 
time  of  my  notes,  nine  months  old,  and  had,  I was 
told,  some  tendency  to  rickets,  as  shown  by  late  denti- 
tion and  large  ends  of  the  bones. 

To  return  to  our  patient.  She  was  brought  to  me 
on  account  of  her  failing  sight.  Her  eyeballs  were 
constantly  rotating  (not  oscillating),  and  there  was 
convergent  strabismus.  The  left  eye  saw  the  right 
saw  perhaps  more.  There  were  in  both  numerous 
very  irregularly  shaped  patches  of  choroidal  absorp- 
tion. Some  of  these  were  small,  with  black  dots  in 
their  centres,  while  others  simply  showed  removal  of 
choroidal  pigment.  The  patches  were  arranged  quite 
irregularly.  The  left  disc  was  grey  and  waxy,  and 
there  was  much  pigment  at  its  edge.  The  movement  of 
the  eyeballs  and  defective  sight  had  been  recognised  at 
the  age  of  two  years,  so  that  it  is  probable  that  the 
choroiditis  occurred  early  in  life.  When  I saw  the 
child  she  was  healthy-looking,  with  no  malformation  of 
the  head,  and  with  good  temporary  teeth. 

Case  of  infantile  pemphigus  of  hands  and 
feel,  probably  syphilitic:  dcatli  of  two  chil- 

dren in  early  infancy  witli  similar  symptoms: 
maternal  inheritance  suggested. — On  May  6,  1874, 

I was  called  to  visit  Mr.  ’s  infant,  a seven- 

months  baby,  then  twelve  days  old.  It  showed  bullae 
of  erythematous  pemphigus  on  the  hands  and  feet,  and 
a few  small  excoriations  about  the  anus,  not  true 
condylomata. 

The  father  admitted  gonorrhoea  some  years  ago,  but 
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clen iecl  having  ever  had  either  sore  throat  or  rash.  The 
mother  appeared  to  be  perfectly  healthy.  There  was, 
however,  a statement  that  some  years  before,  after 
nursing  a syphilitic  child  of  her  brother’s,  she  had  ex- 
perienced an  inflammation  of  one  eye,  which  was  sup- 
posed to  be  syphilitic,  and  was  cured  by  mercurial 
treatment.  This  was  not  followed  by  any  symptoms  of 
secondary  syphilis.  Since  that  time  she  had  had  one 
other  child,  which  had  snuffles  very  badly,  and  died 
with  pemphigus  when  a fortnight  old. 

The  child  was  ordered  mercurial  treatment,  but  died 
thirty-six  hours  after  my  visit. 

Comments  (written  at  date  of  notes,  May,  1874).— 
Though  the  parental  history  in  this  case  is  too  im- 
perfect to  justify  a positive  conclusion  as  to  its 
syphilitic  nature,  still  the  probabilities  are  all  in 
favour  of  such  a conclusion^  since  it  is  certain  that 
the  children  of  syphilitic  parents  do  frequently  suffer 
from  pemphigus,  and  that  the  disease  very  usually 
makes  its  appearance  immediately  after  birth. 
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INHERITED  SYPHILIS  AS  OBSERVED  IN  ADULT  LIFE 

Physiognomical  stigmata  of  inherited  syphilis. 

— If  during  infancy,  as  is  quite  possible,  the  child 
has  not  suffered  from  syphilitic  inflammations  of  any 
tissues,  then  I believe  it  is  probable  that  nothing 
whatever  to  denote  the  disease  will  be  present  in  the 
physiognomy.  This,  probably,  is  the  condition  of  a 
considerable  number  of  those  who  yet  have  inherited  a 
taint  quite  sufficient  to  give  liability  to  more  remote 
affections.  The  proof  of  this  statement  may  not  infre- 
quently be  met  with  in  cases  in  which  one  child  in  a 
family  shows  traces,  which  are  wholly  absent  in  others, 
whilst  all  alike  suffer  later  on.  If,  however,  a tainted 
child  have  in  infancy  passed  through  the  maladies  so 
frequently  witnessed  at  that  period,  then  in  all  prob- 
ability the  physiognomy  will  have  received  an  impress 
which  is  seldom  wholly  effaced  in  later  life.  The  skull 
may  be  peculiar  in  form,  the  texture  of  the  skin  may 
be  modified,  scars  may  be  left  about  the  mouth  and 
other  parts  of  the  face,  and — above  all,  in  value  and 
in  permanence — the  teeth  may  be  malformed  on  a very 
peculiar  pattern.  One  or  more  of  these  conditions 
may  be  present  alone,  or  the  whole  group  may  exist 
together.  If  there  have  been  no  infantile  dermatitis 
of  the  face,  there  will  be  no  scars  or  other  alteration 
of  the  skin ; if  no'  periostitis  of  the  skull,  no  frontal 
protuberances;  and  if  no  stomatitis,  then  no  malforma- 
tion of  the  teeth.  The  physiognomy  of  syphilis  in  the 
infantile  period  had  for  long  been  well  known,  the 
withered  aspect  and  old-man-like  features,  etc.  ; but 
I believe  that  I was  myself  the  first  to  describe  that  of 
the  later  stage  of  the  disease,  and  to  distinguish  it  from 
that  of  so-called  scrofula. 


429 


SYPHILIS 


4. 'JO 


[chap. 


Not  much  has,  1 think,  been  added  to  my  original 
description,  but  as  regards  the  explanation  of  some  of 
the  phenomena  valuable  light  has  been  afforded.  I 
was  inclined  to  attribute  the  peculiar  shape  of  the 
skull  bones  to  a temporary  tendency  to  hydrocephalus, 
whereas  the  able  and  very  extensive  researches  of  M. 
Parrot  have  made  it  certain  that  they  are,  at  any  rate 
chiefly,  due  to  periostitis  and  softening  of  the  bones 
themselves.  In  like  manner  the  researches  of  Mr. 
Moon,  Mr.  Coleman,  Mr.  Tomes,  and  Mr.  Cartwright, 
jun.,  have  helped  us  to  see  how  the  very  peculiar 
dental  malformations  are  brought  about.  In  the  main, 
however,  my  descriptions  remain  without  any  material 
additions.  I will  say  a few  words  as  to  each  feature 
of  the  physiognomy  severally. 

First,  however,  let  it  be  remarked  that  the  face 
of  an  adolescent  who  has  in  infancy  suffered  from 
syphilis  may  often  be  recognised  at  a glance.  No 
analysis  of  details  is  needed.  The  square  forehead  with 
prominent  frontal  eminences — like  budding  horns — the 
sunken  nose,  the  soft,  pale,  earthy-tinted  skin,  and 
the  scars  about  the  angles  of  the  mouth,  make  it  quite 
needless  that  their  subject  should  be  asked  to  show  his 
teeth.  In  many  who  come  under  observation  after 
their  attack  of  keratitis  has  occurred,  very  conspicu- 
ous peculiarities  have  been  left  behind  in  the  eyes.  The 
irides  look  steel-grey,  and,  although  the  corncse  have 
probably  almost  wholly  recovered,  they  have  not  the 
brilliancy  of  perfect  health.  There  is  also  often  a 
slight  tendency  to  frowning,  consequent  on  prolonged 
intolerance  of  light.  Thus  the  physiognomy  becomes 
much  more  marked  after  the  attack  of  keratitis  than 
it  was  before. 

The  form  of  skull. — There  is  usually  an  exaggerated 
prominence  of  the  frontal  eminences,  and  between  them 
and  the  eyebrow  a shallow'  furrow  or  depression. 
Posteriorly,  on  the  parietal  bones,  similar  eminences, 
but  more  widely  spread  and  lower,  exist,  constituting 
the  natiform  skull  of  Parrot.  As  a whole  the  skull 
is  somewhat  larger  than  normal.  All  the  peculiarities 
are  chiefly  due  to  chronic  infantile  periostitis  with 


Plate  27. — The  Natiform  .Skull  of  Con'genttal  Syphilis 

The  portrait  here  given  is  copied  from  one  published  by  Dr. 
Newton  Pitt,  and  well  represents  the  form  of  the  head  in 
infants  suffering  from  congenital  syphilis.  It  is  that  to  which 
the  terms  “natiform”  or  “hot-cross-bun”  have  been  given. 
It  was  especially  described  by  Dr.  Parrot  in  Paris,  and  sub- 
sequently, with  excellent  coloured  illustrations,  in  the  30th 
volume  of  the  Pathological  Transactions,  by  Dr.  (now  Sir) 
Thomas  Barlow.  The  changes  consist  chiefly  in  the  deposit 
of  spongy  bone  in  four  positions — the  two  frontal  and  the 
two  parietal  eminences.  Those  in  the  latter  are  the  most 
constant  and  the  most  permanent.  These  often  constitute  a 
very  marked  feature  in  the  skulls  of  adolescents  or  even  of 
adults,  leaving  across  the  forehead  the  broad,  shallow  furrow 
which  I had  myself  long  ago  and  often  described.  It  is  a 
feature  very  useful  in  diagnostic  recognition.  I had  been 
inclined  to  attribute  much  to  the  presence  of  some  degree 
of  hydrocephalus,  and  to  M.  Parrot  belongs  the  credit  of 
demonstrating,  from  the  large  amount  of  material  at  his 
disposal,  that  the  cause  of  the  local  prominences  is  a chronic 
periostitis.  The  deposit  of  bone  occurs  both  within  and 
without,  but  chiefly  the  latter,  and  may  implicate  all  the 
bones. 

The  subject  of  Dr.  Pitt’s  case  was  a twin  (female)  aged 
eight  months.  Its  associate  had  a head  of  similar  form.  The 
only  history  of  parental  syphilis  which  could  be  obtained  after 
careful  inquiry  concerned  the  father. 


Plate  27. 


Plate  28. — Periostitis  of  the  Calvaria 

I his  illustration  well  shows  the  roughened  surfaces  on  the  parietal 
hones  caused  by  inherited  syphilis.  They  are  often  known 
as  Parrot  s bosses,  from  the  name  of  their  describer.  When 
of  considerable  size  and  occurring  also  on  the  frontal 
eminences  they  constitute  the  natiform  skull. 

(From  a St.  Louis  Hospital  photograph.) 
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softening,  but  a tendency  to  hydrocephalus  probably 
takes  some  share.  All  of  them  tend  to  diminish  in 
conspicuousness  as  their  subject  advances  in  life.  With 
these  peculiarities  of  skull  may  also  be  noticed  the  very 
common  flattening  of  the  bridge  of  the  nose,  consequent 
upon  internal  and  external  congestions  with  softening 
of  the  nasal  bones. 

The  skin. — The  integument  of  the  whole  face  is 
usually  of  earthy  pallor,  and  is  thin,  soft,  and 
wanting  in  resiliency.  Often,  little  pitted  scars  arc 
visible  on  various  parts,  and  especially  around  the 
mouth,  and  at  its  angles  radiating  linear  scars  are 
to  be  noticed. 

The  teeth. — The  malformations  of  the  teeth  due  to 
syphilis  are  very  frequently  mixed  up  with  those  which 
are  due  to  the  stomatitis  caused  by  mercurial  treat- 
ment. Hence  great  difficulties  arise  in  their  correct 
recognition.  The  more  closely  we  keep  to  the  pecu- 
liarities displayed  by  the  upper  central  incisors,  the 
less  will  be  our  risk  of  error.  All  the  other  teeth  are 
liable  to  lead  us  astray.  If  the  upper  central  incisors 
are  dwarfed,  too  short,  and  too  narrow,  and  if  they 
display  a single  central  cleft  in  their  free  edge,  then 
the  diagnosis  of  syphilis  is  almost  certain.  If  the 
cleft  is  present  and  the  dwarfing  absent,  or  if  the 
peculiar  form  of  dwarfing  is  present  without  any 
conspicuous  cleft,  the  diagnosis  of  syphilis  may  still 
be  made  with  much  confidence.  In  most  cases  the 
conditions  arc  symmetrical,  but  now  and  then  they 
are  notably  one-sided.  It  is  remarkable  that  the 
lateral  incisors  rarely  show  any  peculiarity,  but  they 
also  arc  sometimes  dwarfed.  The  peculiarities  in  other 
teeth  (in  the  lower  incisors,  the  canines,  and  the 
molars)  are,  so  far  as  I know,  of  a kind  which  it  is 
impossible  to  distinguish  from  those  due  to  stomatitis. 
It  would  be  well  if  the  terms  “ pegged  ” and  “ peg- 
shaped  ” (or,  as  some  absurdly  write  it,  “peg-top”) 
teeth,  were  disused  ; I am  sure  that  they  often  mislead. 
In  saying  this  I by  no  means  wish  to  imply  my  belief 
that  the  upper  central  incisors  alone  suffer  in  inherited 
syphilis.  On  the  contrary,  the  lower  incisors  not  very 
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infrequently  show  dwarfed  and  foliated  conditions, 
which  are,  I believe,  due  to  syphilis,  and  not  to  mer- 
cury ; but  these  conditions  are  not  to  be  trusted  in  the 
absence  of  peculiarities  in  the  upper  central  incisors, 
whilst  if  the  latter  be  present  they  are  superfluous. 
The.  conditions  due  to  stomatitis  (usually  mercurial) 
are  defects  in  development  of  enamel,  and  are  seen  as 
transverse  ridges  crossing  all  the  incisors,  but  especially 
in  the  state  of  the  crowns  of  the  first  molars.  They 
are  probably  the  result  of  inflammation  of  the  tooth 
pulp  at  some  period  during  infancy,  and  are  wholly 
distinct  from  the  arrests  of  development  due  to  syphilis. 
The  two,  however,  for  obvious  reasons,  often  co-exist. 

Both  the  syphilitic  and  the  mercurial  abnormalities 
of  the  teeth  occur,  as  I have  said  before,  mainly  in  the 
second  set,  since  both  are  due  to  influences  brought  to 
bear  upon  the  dental  sacs  at  a time  when  the  crowns 
of  the  temporary  teeth  are  calcified  and  beyond  risk  of 
damage.  Defects  in  the  first  set  of  teeth  are,  for  the 
most  part,  to  be  referred  to  influences  existing  during 
intra-uterine  life.  Thus  it  is  very  possible  that  the 
proneness  to  premature  decay  often  observed  in  the 
milk-teeth  of  syphilitic  infants  may  be  due  to  mercury 
given  to  the  mother  during  her  pregnancy.* 

IHay  the  subjects  of  inlici'itcd  syphilis  expect 
longevity  1 — I have  repeatedly  asked  attention  to  the 
fact  that  the  subjects  of  inherited  syphilis,  when  they 
attain  adult  age,  usually  settle  down  into  good  health, 
and  are  not  liable  to  any  accessions  of  specific  symp- 
toms. This  is  not  quite  invariably  true,  but  it  is 
remarkably  so  in  most  instances.  When  a patient  has 
passed  through  an  attack  of  keratitis  and  attained  the 
age  of  thirty,  there  is  seldom  anything  else  to  follow. 
Now  and  then  gumma-tumours  may  develop,  but  they 
are  exceedingly  rare.  Several  excellent  instances  in 
confirmation  of  these  statements  have  recently  come 
under  my  observation.  A gentleman  whose  son  I had 
attended  for  a most  severe  attack  of  interstitial  kera- 


* I have  been  assured  that  notched  teeth  of  characteristic  pattern 
sometimes  occur  in  the  milk  set,  hut  I have  never  seen  them  myself,  nor 
have  I seen  photographs. 
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titis  recently  consulted  me  about  his  own  condition, 
and  the  opportunity  occurred  for  inquiry  about  his 
son.  I was  told  that  he  was  in  excellent  health, 
actively  engaged  in  business,  and  about  to  be  married. 
In  another  instance  a similar  report  was  made  re- 
specting two  brothers  whom  I had  seen  in  their  youth. 

A Miss  , now  aged  forty,  has  been  under  my 

observation,  together  with  a sister  similarly  affected, 
for  more  than  thirty  years.  Her  eyes  have  suffered  so 
severely  from  keratitis  and  choroido-retinitis  that  one 
is  lost  and  the  other  exceedingly  defective.  She  is, 
however,  very  plucky,  and  earns  her  living  as  a super- 
visor in  a laundry,  holding  her  position  by  dint  of 
energy,  in  spite  of  her  defective  sight.  She  is  liable 
to  recurring  attacks  of  retinal  anaemia,  during  which 
she  is  almost  blind.  Her  general  health  is,  however, 
excellent,  and  her  eyes  are  no  worse  now  than  they 
have  been  for  a long  time.  Her  sister,  two  years 
younger  than  herself,  has  recovered  completely  from 
her  keratitis  and  enjoys  good  health. 

History  of  a syphilitic  family.  [Notes  taken 

June  20,  1889.] — A Mr.  married  eighteen  months 

after  his  primary  syphilis.  Six  months  after  marriage 
his  wife  complained  of  a sore  in  the  vagina,  but 
nothing  further  was  observed.  She  was  confined  within 
a year  of  her  marriage,  and  her  infant,  a boy,  had 
the  usual  train  of  syphilitic  symptoms,  and  recovered 
under  the  usual  treatment.  He  was  at  the  date  of  these 
notes  aged  eighteen,  and  to  all  appearance  perfectly 
well.  The  next  child,  a boy,  never  showed  any  specific 
symptoms,  nor  did  the  third,  a girl,  although  always 
delicate.  The  fourth,  a boy,  suffered  severely,  worse 
even  than  his  eldest  brother  had  done.  He  was  brought 
to  me  for  advice  on  June  20,  1889.  He  was  eight  years 
of  age,  and  suffered  from  a chronic  form  of  inter- 
stitial keratitis.  The  eyes  had  been  inflamed,  on  and 
off,  for  two  years,  in  spite  of  much  treatment.  He 
still  had  some  superficial  grey- white  deposits  in  both 
cornese,  with  some  vascularity. 

Three  other  children,  younger  than  this  boy,  had 
been  born,  and  were  living.  None  of  them  had  ever 
2 c 
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presented  any  symptoms.  Both  parents  were  appar- 
ently quite  well. 

Comments. — In  this  case  probably  the  mother,  who 
acquired  her  disease  two  years  after  the  father,  was  the 
source  of  infection  to  their  children.  Hence  its  long 
persistence.  The  entire  escape  of  the  mother  herself, 
as  regards  any  obvious  manifestations,  is  worthy  of 
note,  though  not  unexampled. 

Clinical  lecture  on  a case  ol  remarkably 
^ood  development  in  a woman,  the  subject  of 
inherited  taint. — The  following  is  part  of  a lecture 
which  I delivered  at  the  Polyclinic  : — 

“ We  are  indebted  to  Mr.  Waren  Tay  for  the  oppor- 
tunity of  seeing  the  patient  who  has  just  left  us,  and 
who  was  sent  from  the  Moorfields  Ophthalmic  Hospital. 
She  was,  as  you  saw,  a tall,  well-grown  young  woman, 
yet  her  physiognomy  bore  the  most  unmistakable  evi- 
dences of  inherited  syphilis.  We  will  note  the  fact  that 
the  taint  does  not  always  hinder  development.  The 
bridge  of  her  nose  was  sunken,  her  forehead  squared, 
with  frontal  bumps,  and  the  scars  around  her  mouth 
almost  equalled  what  we  sometimes  see  depicted  in  text- 
books; her  skin  was  thick  and  muddy.  Yet,  in  spite 
of  these  drawbacks  from  her  good  looks,  she  might,  if 
need  were,  have  served  as  a female  policeman,  standing 
some  inches  more  than  six  feet  and  being  proportion- 
ately muscular.  The  two  main  features  of  interest 
for  us,  however,  were  her  eyes  and  her  teeth. 

“ She  is  passing  through  an  attack  of  most  acute 
keratitis  in  her  right  eye,  and  it  is  attended  by  very 
exceptional  conditions.  The  whole  cornea  has  become 
very  vascular,  so  that  it  is  everywhere  of  a dull  red 
or  deep  salmon  tint,  and  in  its  centre  an  onyx  has 
formed  with  a superficial  ulceration  over  it.  This 
occurrence  of  suppurative  inflammation  as  a complica- 
tion of  interstitial  keratitis  is  very  unusual.  I have 
seen  it  before,  but  only  in  very  few  cases.  There  is 
another  feature  of  peculiarity  in  the,  case  as  regards 
the  keratitis.  It  is  that  one  eye  has  got  well  before  the 
other  was  attacked.  The  left  eye  went  through,  as  the 
notes  show  us,  an  ordinary  attack  of  keratitis,  by  no 
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means  very  severe,  in  July  last  and  the  following 
months,  but  the  right,  which  is  now*  so  severely  inflamed, 
was  not  affected  till  November.  As  we  have  seen,  the 
left  is  now  bright  and  well;  the  right,  it  is  much  to 
be  feared,  is  lost.  This  occurrence  of  a long  interval 
between  the  attacks  in  the  two  eyes  is  not  usual ; more 
ordinarily  the  second  eye  follows  the  first  in  a few 
weeks,  or  a month  or  two  at  latest,  and,  as  the  attack 
usually  is  prolonged  over  six  months,  both  are,  during 
the  greater  part  of  the  time,  affected  together.  I have 
noticed  sometimes,  when  this  want  of  contemporariness 
in  the  attacks  in  the  eyes  has  occurred,  or  when  one  eye 
has  suffered  and  the  other  escaped,  that  there  was  also 
a want  of  symmetry  in  the  malformation  of  the  teeth, 
suggesting  that  the  two  halves  of  the  head  had  not  been 
developed  with  precisely  the  same  tendencies  to  disease. 
This  may  have  been  the  case  here,  for  only  one  of 
the  upper  incisors  is  a typically  syphilitic  tooth.  The 
other  is  very  much  broken,  but  I do  not  think  it  ever 
was  a characteristic  one.  It  had  been  carious,  and  wc 
were  told  that  it  had  broken  in  biting  a bread-crust. 
Now,  the  syphilitic  incisors  are  usually  short  and 
strong,  and  not  prone  to  caries.  The  remaining  upper 
central  incisor  is,  as  I have  said,  a characteristic  tooth ; 
short,  dwarfed  in  all  dimensions,  and  showing  a single 
broad  but  shallow  notch. 

“Whilst  the  w'oman  wTas  before  us  I asked  you  to 
observe  carefully  the  state  of  her  other  teeth.  No  case 
could  have  better  proved  what  I have  so  often  asserted, 
that  syphilis  of  itself,  even  when  severe,  does  not  often 
damage  the  whole  set,  but  causes  malformation  of  the 
upper  central  incisors  only.  The  defects  in  the  other 
teeth,  so  constantly  seen  in  association  with  inherited 
syphilis,  are  due  usually  not  to  that  disease  but  to  the 
mercury  given  in  infancy  for  its  cure.  I venture  to 
assert,  with  much  confidence,  that  the  patient  wdiom  we 
have  had  before  us  did  not  take  mercury  in  her  infancy. 
I make  this  assertion  on  the  strength  of  the  fact  that  her 
other  teeth  are  in  good  condition,  being  for  the  most 
part  sound,  white  teeth,  -with  good  enamel.  Now,  a course 
of  mercury  in  infancy  interferes  with  the  formation  of 
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enamel  in  certain  of  the  teeth,  those,  namely,  which 
at  the  period  of  the  treatment  are  just  perfecting 
their  development.  It  does  not  hurt  the  bicuspids,  for 
they  are  later  than  most  of  the  others,  and  not  yet 
susceptible  of  damage.  It  causes,  however,  horizontal 
furrows  across  all  the  incisors  and  near  the  apex  of 
the  canine,  and  it  bares  the  surface  of  the  crown  of 
the  first  molar.  It  is  this  last-mentioned,  ‘ the  six- 
year  molar  ’ — one  of  the  first  to  appear  of  the  per- 
manent set,  and  perhaps  the  earliest  to  complete  its 
calcification — which  is  the  most  prone  to  be  injured. 
Now,  in  the  woman  whom  wre  have  just  seen,  as  I 
pointed  out,  her  first  molars,  those  which  remain  of 
them,  are  sound  white  teeth,  the  enamel  being  complete 
over  the  whole  of  their  surfaces.  Such  molars  are, 
I submit,  never  seen  in  those  who  have  taken  much 
mercury  in  infancy. 

“ We  have  in  this  case  no  history  to  help  us.  The 
patient  is  a young  woman  of  twenty-two,  and  we  have 
no  facts  as  to  her  infancy.  We  only  know  that  she  is, 
as  usual,  the  oldest  living  of  a small  family.” 
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LAWS  OF  TRANSMISSION  IN  REFERENCE  TO  PARENTS 

Most  authorities  are  agreed  that,  as  a rule,  parents  who 
have  reached  the  sixth  year  of  their  disease,  although 
they  may  themselves  be  still  liable  to  symptoms,  do 
not  transmit.  Now  and  then  transmission  under  such 
circumstances  does  occur,  especially  in  the  case  of  the 
mother,  but  the  rule  is  as  now  stated.  The  body  of 
evidence  on  this  point,  in  the  case  of  fathers,  is  very 
large  indeed.  We  see,  every  day,  fathers  of  families, 
none  of  whose  children  have  ever  shown  a symptom,  but 
who  are  yet  themselves  (after,  it  may  be,  long  periods 
of  latency)  liable  to  suffer  from  tertiary  phenomena. 
Such  facts  are  far  less  frequently  seen  in  the  case  of 
women  ; but  then  wre  must  remember  that  the  propor- 
tion of  mothers  who  have  in  former  life  suffered  from 
syphilis  is  far  smaller  than  that  of  fathers.  Making, 
however,  all  allowance  for  this,  wTe  may  still  believe 
with  confidence  that  a child  has  much  less  chance  of 
escape  if  the  mother  have  been  diseased  than  if  the 
taint  be  confined  to  the  father. 

The  expressions  just  used  will  suggest  the  hypothesis 
already  insisted  on,  which  is  perhaps  the  best  for  our 
use  in  the  attempt  to  unravel  the  intricate  phenomena 
of  inherited  syphilis.  It  is  that  the  transmission  of 
the  disease,  as  well  in  inheritance  as  in  acquisition,  is 
always  effected  by  the  conveyance  from  person  to 
person,  not  simply  of  a tendency  to  disease,  but  of  a 
particulate  virus.  This  virus  is  probably  as  specific 
and  individual  as  are  the  seeds  of  barley  or  of  clover. 
If  it  pass  into  the  sperm  or  germ,  then  the  foetus  is 
liable  to  the  full  development  of  the  disease;  and  if  it 
chance  that  none  of  its  elements  do  so  pass,  then  the 
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offspring,  although  born  to  a tainted  parent,  escapes 
free.  This  virus  is,  throughout  the  early  periods  of 
syphilis,  existent  in  great  vigour  in  the  parental  fluids, 
and  during  these,  if  the  risk  occurs,  transmission  is 
almost  certain.  It  diminishes  in  power,  or  probably  in 
quantity,  as  time  passes  on  (and  hence  the  greater 
chance  of  escape  of  younger  children),  until  finally  it 
wholly  disappears  or  dies  out.  Its  disappearance  is, 
however,  by  no  means  coincident  with  entire  restora- 
tion to  health  of  the  patient,  who,  although  fortunately 
impotent  to  transmit,  is,  as  just  stated,  still  liable  to 
suffer.* 

Coolies’  law. — Before  saying  anything  further  as 
to  the  results,  to  the  child,  of  inherited  taint,  it  is 
necessary  to  advert  to  the  curious  and  somewhat  un- 
expected fact  that  a woman  who  bears  a syphilitic  foetus 
inheriting  from  its  father,  although  herself  remaining 
free  from  symptoms,  acquires  a state  of  constitution 
which  protects  her  from  syphilis  in  the  future.  No 
other  interpretation  can,  I think,  be  given  to  the  facts 
upon  which  is  based  what  is  known  as  Colles’  law.  The 
child  born  of  such  a mother,  if  suckled  by  a wet-nurse 
who  has  recently  had  syphilis,  will  not  cause  any  fresh 
disease  in  her,  but  if  by  a woman  free  from  taint,  the 
risk  is  great  that  a nipple-chancre  will  result.  Now, 
the  mother  of  the  child,  although,  so  far  as  appear- 
ances go,  free  from  syphilis,  is,  as  regards  fresh  con- 
tagion from  her  child,  no  longer  in  any  danger.  She 
has  thus  in  some  way  gained  the  position  of  one  who 
has  suffered  from  acquired  disease.  We  know  nothing 
as  to  the  relation  which  a mother  so  protected  would 
assume  towards  other  children  which  she  might  bear. 
It  is  obviously  possible  that  if,  in  a second  marriage, 
she  should  bear  a child  to  a healthy  father,  such  child 
might  inherit  from  her,  but  no  facts  have  as  yet  proved 
it.  It  is  also  possible  that,  in  continuing  to  bear 
children  to  a first  husband,  her  taint,  acquired  through 
the  foetus,  may  act  in  reference  to  later  conceptions, 
and  may  thus  prolong  the  risk  to  their  family  after  the 

* I leave  the  above  argument  exactly  as  it  stood  iu  my  first  edition. 
Schaudinn’s  discovery  has  remarkably  confinned  it. 
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father  has  ceased  to  transmit.  This,  however,  is  a bare 
possibility.  There  is  much  reason  for  believing  that 
the  parasite  never  gains  access  to  the  mother’s  tissues 
under  such  circumstances.  It  may  be  suggested  that 
she  becomes  protected  much  in  the  way  that  a vaccin- 
ated person  is  protected  from  variola  without  having 
ever  been  capable  of  infecting  others.  Nor  does  it 
seem  probable  that  the  dyscrasia  of  tertiary  syphilis,  as 
such,  is  transmissible.  Many  a man,  himself  the  sub- 
ject of  tertiary  syphilis,  even  in  a severe  form,  is  the 
father  of  healthy  children;  and  many,  after  the  birth 
of  healthy  families,  become  themselves  the  victims  of 
a taint  which  had  been  long  latent. 

In  this  fact  we  have  another  strong  reason  for  be- 
lieving that  when  transmission  does  take  place  it  is 
always  particulate ; always  a transference  of  specific 
germs.  It  is  not  the  state  of  health  which  syphilis  may 
have  produced  in  a parent  which  he  transmits  to  his 
offspring,  but  the  poison  itself.* 

Thus  the  transmission  of  syphilis  to  offspring  prob- 
ably differs  toto  ccdo  from  that  of  such  diseases  as 
gout  and  scrofula.  In  these  it  is  the  final  diathesis 
(the  tissue  tendency)  which  is  transmitted,  and  not 
the  special  cause  of  it. 

One  of  the  most  severe  cases  of  congenital  syphilis 
which  I have  ever  seen  occurred  in  a child  whom  I 

saw  in  1884  with  Mr.  G.  M . The  infant  began  to 

suffer  at  a month  old,  became  covered  with  eruption, 
had  snuffles,  and  was  of  waxy  pallor;  indeed,  at  one 
time  a fatal  event  was  feared.  The  mother  of  this 
infant  had,  under  the  advice  of  a distinguished  ob- 
stetric physician,  been  taking  mercury  during  almost 
the  whole  of  her  pregnancy.  The  dose  had  been,  how- 
ever, in  my  opinion,  quite  inefficient. 

The  husband  admitted  that  he  had  suffered  from 
syphilis,  and  he  had  been  treated  at  Aix.  When  he 
married  it  was,  he  thought,  more  than  two  years  after 
his  syphilis,  and  he  had  been  quite  free  from  symptoms 

* It  is  possible  that  some  of  the  facts  which  we  observe  in  the  trans- 
mission of  syphilis  are  gross  and  flagrant  illustrations  of  what  occurs 
under  “ Mendel’s  law.  ’ 
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fur  a year  and  a half.  Yet  it  seemed  probable,  from 
what  his  wife  said,  that  she  contracted  the  disease 
almost  immediately  after  marriage.  She  became  preg- 
nant within  a month,  and  a month  or  so  later  “ had 
a red  rash  all  over  her,  and  a bad  sore  throat.”  About 
this  1 had  only  her  own  statement,  but  that  was  quite 
definite.  The  symptoms  were  allowed  to  pass  without 
treatment,  and  her  pregnancy  ended  in  a dead  birth. 
At  this  time  she  had  quite  recovered,  and  both  she  and 
her  husband  continued  afterwards  to  enjoy  excellent 
health.  A second  pregnancy  ended,  however,  as  the 
first  had  done,  in  a premature  and  dead  birth.  It 
was  in  consequence  of  these  events  that  the  mercurial 
course  to  which  I have  referred  was  given. 

The  explanation  of  this  case  is,  in  all  probability, 
that  the  husband  communicated  to  his  wife  what  I 
have  called  “ the  after-marriage  chancre.”  He  married 
when  but  very  little  more  than  two  years  had  elapsed, 
and  he  had  not  had  any  continuous  treatment,  only 
the  interrupted  method  of  Aix. 

I may  state  that  when  Mr.  was  sent  to  Aix  he 

had  nothing  the  matter  with  him  except  deafness.  I 
have  seen  a letter  from  his  surgeon  there,  who,  although 
he  gave  him  a full  mercurial  treatment,  avowed  his 
doubt  as  to  whether  he  had  ever  had  syphilis.  So  that 
it  is  clear  that  the  symptoms  were  in  him  always  slight 
and  vague.  The  patient  was  apparently  one  of  those 
in  whom  the  virus  may  remain  latent  without  evoking 
symptoms. 

P:itoi‘ii:il  transmission. — It  is  perhaps  not  need- 
ful any  longer  to  adduce  evidence  as  to  the  possibility 
of  transmission  of  syphilis  by  the  male  parent  with- 
out infection  of  the  mother.  In  former  times  I have 
written  much  in  support  of  this  belief.  In  opposition 
to  it  a widely  spread  opinion  was  formulated  by  Cul- 
lerier  in  the  expression,  “ Pas  do  syphilis  de  l’enfant 
sans  syphilis  de  la  mere.”  Dr.  Prince  Morrow,  how- 
ever, now  writes  that  the  evidence  has  convinced  the 
most  sceptical,  and  that  there  is  practical  unanimity 
of  opinion  upon  the  doctrine  of  the  direct  paternal 
transmission  of  syphilis.  Scepticism  yet  more  recent 
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lias  not,  1 think,  in  any  way  invalidated  this  con- 
clusion. 

Importance  of  inspecting  i Ik-  whole  Inmily 
in  rase*  in  which  inherited  syphilis  is  suspected. 

In  all  cases  in  which  doubt  remains  as  to  the  recog- 
nition of  inherited  taint  in  an  individual  patient,  help 
should  be  sought  first  from  a careful  statement  of  the 
family  history,  and  secondly  from  a personal  inspec- 
tion of  all  the  brothers  and  sisters.  It  will  often 
happen  that  whilst  several  children  show  nothing  that 
is  conclusive,  one  member  of  the  family  will,  by  the 
possession  of  typical  teeth  or  by  the  traces  of  old 
choroiditis,  by  the  physiognomy,  or  by  an  attack  of 
keratitis,  place  the  suspicion  beyond  doubt. 

Irregularities  in  the  transmission  oi'  syphilis 
troni  parent  to  offspring. — That  acquired  syphilis 
develops  itself  with  exceedingly  different  degrees  of 
severity  in  different  persons  all  will  admit.  For  the 
most  part,  we  are  obliged  to  accept  this  fact  without 
explanation,  and  to  say  simply  that  in  itself  it  proves 
that  individuals  differ  much  in  their  degree,  or  kind, 
of  susceptibility  to  the  syphilitic  virus;  or  perhaps  we 
ought  to  express  our  meaning  in  somewhat  different 
words,  and  say  that  the  tissues  of  different  persons 
show  differing  tendencies  under  the  influence  of 
syphilis.  For  there  are  facts  which  show  that  it  is  hot 
so  much  differing  susceptibility  as  different  kinds  of 
reaction.  Of  twenty  persons  who  may  show  the  disease 
in  exceedingly  varying  phases  of  severity,  it  may  be 
true  that  no  one  differed  from  the  others  as  regards 
susceptibility.  All  contracted  the  malady  with  equal 
ease,  all  went  through  the  same  stages,  and  all  were 
equally  protected  by  it  as  regards  future  attacks;  but 
how  different  may  have  been  the  kinds  of  manifesta- 
tion ! One  may  have  had  a sore  which  lasted,  it  is 
true,  a month  or  two,  but  which  gave  him  no  trouble, 
and  was  not  followed  by  anything  that  could  be 
recognised  as  a constitutional  phenomenon ; whilst 
another  may  have  been  covered  from  head  to  foot  with 
eruption,  have  lost  his  hair,  had  sores  in  the  throat, 
iritis,  and  a state  of  general  ill-health  which,  laid  him 
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up  fur.  months.  That  the  one  as  truly  went  through 
the  stages  of  the  syphilitic  fever  as  the  other,  is  proved 
by  the  almost  equal  liability  to  tertiary  symptoms  and 
the  equal  risk  in  each  of  transmission  to  offspring. 

It  is  not  true  that  this  varying  severity  in  the 
secondary  stage  is  to  be  explained  by  reference  to  the 
patient’s  state  of  health,  temperament,  age,  sex,  or 
vigour.  The  most  robust  are  often  those  to  suffer 
most  severely ; and  though  we  may  admit  that  syphilis 
does  acquire  certain  minor  differences  in  connection 
with  the  age,  sex,  and  temperament  of  its  victims, 
these  certainly  go  but  a very  little  way  in  explanation 
of  the  startling  inequality  in  severity  to  which  I have 
adverted.  That  the  secondary  symptoms  are  usually  in 
ratio  -with  the  primary  seems  probable ; at  any  rate 
it  is  very  rare  for  a patient  who  has  had  a chancre  of 
unusual  development,  in  respect  to  size  and  hardness, 
to  escape  (excepting  as  a result  of  good  treatment)  a 
severe  outbreak  of  eruption.  In  saying  this,  however, 
we  say  little  more  than  that  the  manner  and  degree  in 
which  a chancre  indurates  may  be  taken  as  a premoni- 
tion of  the  manner  in  which  the  cell-structures  of  the 
individual  are  likely  to  behave  when  brought  under  the 
influence  of  the  syphilitic  virus.  Apart  from  this  we 
possess  no  knowledge  which  will  enable  us  to  predict 
during  the  first  stage  of  syphilis,  or  before  it,  as  to  any 
given  person,  whether  lie  is  likely  to  suffer  severely  from 
syphilis  or  not.  It  would  be  as  easy  for  a physician 
to  pick  out  those  who  will  have  small-pox  badly.  Both 
in  the  case  of  the  medical  exanthems  and  of  syphilis 
it  would  appear  that  the  difference  in  constitution 
which  determines  severity  or  mildness  may  be  a very 
slight  one,  for  it  is  common  enough  to  witness  that, 
of  brothers  or  other  near  relatives  apparently  of  simi- 
lar temperaments  and  in  like  conditions  of  health,  one 
may  suffer  very  severely  and  another  escape  with  a very 
slight  illness. 

I feel  sure  that  it  is  almost  impossible  to  estimate 
too  highly  the  importance  of  this  fact,  that  acquired 
syphilis  is,  for  reasons  which  we  cannot  explain,  very 
unequal  in  its  incidence  in  different  persons.  From 
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want  of  giving  it  due  weight  we  are  exposed  to  endless 
fallacies  in  our  inferences,  both  as  to  the  natural 
history  of  this  disease  and  the  results  of  treatment. 

A precisely  similar  line  of  argument  is  applicable 
to  inherited  syphilis.  We  do  not  yet  know  within 
what  limits  of  severity  or  of  mildness  the  disease  may 
vary.  Our  investigations  here  are  even  more  beset 
with  difficulty  and  uncertainty  than  in  the  case  of  the 
acquired  disease.  We  do  not,  in  the  first  place,  know 
whether  inherited  taint  is  always  of  the  same  kind. 
It  has  been  customary  to  assume,  as  regards  inherit- 
ance, that  the  child  born  nearest  to  the  parent’s  taint 
is  the  one  most  likely  to  suffer  severely,  and  that  the 
younger,  if  they  do  not  escape  entirely,  may  probably 
suffer  only  slightly.  But  a possible  fallacy  underlies 
our  creed  in  this  matter,  which  it  is  very  desirable  to 
expose.  It  may  be  that,  after  all,  there  are  no  degrees 
of  severity  in  inheritance,  no  varieties  in  the  potency 
of  the  virus  received  by  the  child,  and  that  if  a child 
inherits  any  taint  whatever,  it  inherits,  as  a necessity, 
the  whole  disease.  It  is  possible  that  the  extremely 
unequal  severity  with  which  different  children  suffer  is 
to  be  explained  rather  by  differences  in  idiosyncrasy 
than  by  supposing  that  one  received  a large  dose  of 
the  poison  and  another  a small  one.  That  this  is  really 
so  may  be  made  probable  if  we  can  show*  that  of 
children,  born  within  equally  short  periods  of  the 
parental  contamination,  the  range  of  variation  in 
severity  is  as  great  as  in  those  more  remote.  It  is 
with  the  hope  of  supplying  some  evidence  on  this  and 
on  many  other  points  in  respect  to  the  facts  as  to 
inheritance  of  taint  that  I have  ventured  in  these  pages 
to  give  so  many  case-narratives.  They  are  purposely 
put  as  concisely  as  is  possible  consistently  with  clear- 
ness of  statement.  Isolated  cases  prove  but  little,  and, 
being  firmly  convinced  that  it  is  only  by  the  most 
liberal  citation  of  evidence  that  we  can  hope  to  arrive 
at  truth,  I make  no  apology  for  trespassing  on  the 
reader’s  patience  with  so  many. 

On  the  liability  of  women  to  transmit  syphilis. 
— A remarkable  case  came  under  my  observation  at  the 
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Polyclinic,  in  which  a woman  "brought  us  two  children, 
one  a baby  of  nine  months  and  the  other  a boy  of  eight, 
both  of  them  the  subjects  of  inherited  taint.  It  ap- 
peared probable  that  she  herself  had  acquired  the 
disease  not  long  before  the  birth  of  the  elder  of  the 
two,  but  her  symptoms  had  been  of  brief  duration,  and 
since  then  she  had  had  good  health.  The  case  proves 
that  when  women  are  the  patients  the  ability  to  transmit 
syphilis  may  persist  through  many  years.  1 have  en- 
countered the  same  kind  of  proof  several  times  before, 
and  always,  I think,  in  cases  in  which  the  mother 
had  herself  passed  through  the  primary  and  secondary 
stages.  The  two  years’  period  of  probation,  usually 
sufficient  for  a man,  would  not  appear  to  be  so  for  a 
woman.  It  is  possible  that  the  law  of  telegony*  may 
here  come  into  play.  According  to  it,  the  ova  stored 
up  in  the  stroma  of  the  ovary  receive  some  impression 
from  a first  impregnation,  the  effect  of  which  may  be 
manifested  in  the  results  of  subsequent  pregnancies. 
It  is  what  was  formerly,  and  perhaps  more  intelligibly, 
known  as  Lord  Morton’s  law,  or  “ Mortonism.”  In  the 
reality  of  these  facts  I have  always  been  a firm  believer. 
They  would  imply,  perhaps,  that  ova  are  remarkably 
retentive  of  influences,  and  perhaps  good  storage- 
places  for  morbid  poisons.  We  may  easily  conceive 
that  the  semen,  being  a secretion  constantly  renewed, 
may  be  far  less  likely  to  contain  the  virus  in  late 
stages  of  the  disease.  The  ability  to  transmit  by  the 
semen  may  probably  cease  with  the  cessation  of  the 
efficiency  for  direct  contagion,  whereas  it  is  possible 
that  the  retentive  powers  of  an  ovum  may  remain  long 
after  the  woman’s  fluids  have  ceased  to  contain  the 
virus.  A case  which  illustrates  this  point  occurs  to 
my  memory.  I have  several  times  published  it  before, 
but  in  this  connection  may  be  allowed  briefly  to  men- 
tion its  facts  again.  A married  man  brought  me  in 

* The  term  “ telegony  ” is  used  to  express  the  creed  of  many  breeders 
and  some  zoologists  that  it  is  possible  for  a first  impregnation  to  influence 
subsequent  conceptions  by  a different  husband.  In  the  case  of  syphilis 
it  would  imply  that,  in  some  special  manner,  the  dormant  ova  may  store 
up  the  virus  and  enable  it  to  influence  the  germ  in  subsequent 
impregnations.  There  is,  I think,  no  improbability  in  such  a suggestion. 
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succession  three  of  his  children,  all  suffering  from  in- 
herited syphilis.  He  was  always  willing,  indeed  wish- 
ful, that  they  should  be  treated  for  that  disease,  but 
always  denied  any  knowledge  as  to  how  they  could  have 
obtained  it.  He  was  most  positive  that  he  had  never 
had  it.  His  wife  never  came.  Finally  he  presented 
himself  as  the  patient,  with  a chancre  on  one  tonsil 
and  an  abundant  eruption.  He  had  been  infected  by 
his  own  infant,  having  inadvertently  put  the  nozzle  of 
its  bottle  into  his  mouth  to  start  it.  He  now  made  a 
confession.  He  had  known  throughout  that  his  wife 
had  been  seduced  and  had  suffered  from  syphilis  before 
he  married  her.  Thus  we  see  that  during  several  years 
of  cohabitation  this  woman  never  infected  her  husband, 
and  we  may  presume  that  her  secretions  were  not  con- 
tagious. She  herself  appeared  to  be  in  excellent  health, 
but  she  continued  to  bear  syphilitic  children.  That 
these  children  were  capable  of  infecting  others,  and  that 
her  husband  was  in  no  degree  immune,  was  proved  by 
the  latter  contracting  primary  disease  from  his  child 
which  he  had  never  taken  from  his  wife. 

I shall  be  told  that  a closer  parallel  with  tele- 
gony  would  be  afforded  if  a woman  who,  without 
suffering  herself , had  borne  a syphilitic  child  to  a 
tainted  father,  continued  afterwards  to  bear  tainted 
children  to  a healthy  one ; but  this  is  precisely  wrhat  I 
deny  to  be  of  ordinary  occurrence.  We  must  not,  how- 
ever, allow  to  the  law  a wider  domain  than  it  really 
holds,  and  that  probably,  although  real,  has  rather 
narrow  limits.  Tn  the  case  of  a woman  bearing  a child 
to  a diseased  father,  in  the  majority  of  cases  she  never 
shows  any  signs  of  the  disease,  nor  does  the  child  until 
some  weeks  after  its  birth.  Although  Colics’  law 
teaches  us  that  she  acquires  some  degree  of  immunity, 
yet  clearly  the  virus  never  develops  in  her  tissues, 
and  it  is  therefore  not  surprising  that,  in  reference 
to  future  children,  there  should  be  a great  difference 
between  her  and  a mother  who  had  herself  passed 
through  the  primary  and  secondary  stages.* 

* It  need  scarcely  be  remarked  that  the  recent  discovery  of  the 
spii'ochffite  gives  support  and  precision  to  the  argument  here  produced, 
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Inherited  syphilis  in  two  sisters;  the  younger 
one  suffering  the  more  severely.— In  1861  a man 
brought  to  Moorfields  two  girls,  his  daughters,  both  of 
whom  suffered  from  interstitial  keratitis.  In  both  the 
inflammation  of  the  corncae  was  just  beginning,  yet  the 
the  elder  was  three  years  (cet.  12)  older  than  her  sister 
(cct.  9).  The  younger,  in  whom  it  was  beginning 
earlier,  appeared  to  suffer  more  severely  throughout. 
Her  physiognomy  and  teeth  were  characteristic,  whilst 
her  elder  sister  showed  very  slight  peculiarities  of 
physiognomy,  and  had  perfect  teeth. 

I cite  this  as  a very  important  item  of  evidence  in 
proof  of  the  unequal  severity  of  inherited  syphilis, 
quite  independent  of  the  period  which  has  elapsed 
since  the  disease  in  the  parents.  It  was  unquestionable 
that  both  sisters  had  suffered,  yet  the  elder  one  had 
apparently  almost  escaped  the  symptoms  common  in  the 
infantile  period.  The  case  is  further  of  interest,  as 
showing  how  almost  wholly  latent  the  taint  may  be  up 
to  the  time  of  the  outbreak  of  keratitis.  Had  the  sisters 
been  in  reversed  positions — that  is,  had  the  younger  one 
suffered  as  slightly  as  did  the  elder — the  case  would 
have  seemed  very  strong  in  support  of  the  common 
creed  that  the  taint  is  minimised  by  time. 

On  inheritance  from  both  parents. — Inherit- 
ance from  both  parents  instead  of  from  one  alone 
probably  makes  no  greater  difference  to  the  child  than 
does  vaccination  on  both  arms  instead  of  one  only.. 
It  renders  transmission  more  certain,  but  in  no 
material  degree  intensifies  the  disease  transmitted. 

Scarlet  fever  is  the  same  malady  when  contracted 
by  simultaneous  infection  from  two  persons  as  when 
from  one  only,  and  it  is  not  probable  that  any  differ- 
ent law  obtains  in  the  case  of  syphilis.  It  is  impossible 
to  intensify  or  to  alter  it.  It  is  a specific  disease,  and 
must  necessarily  be  complete,  and  cannot  possibly  be 
more  than  so.  Contagion  from  one  source  is  sufficient 
for  the  full  result;  contagion  from  more  than  one 
brings  with  it  no  aggravation.  It  is  not  improbably 
as  absurd  to  think  that  the  disease  will  be  more  severe 
when  the  transmission  is  from  both  parents,  as  to 
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suppose  that  the  acquired  disease  is  worse  when  there 
are  two  chancres.  In  saying  this  I am  not  forgetful 
that  multiplicity  on  the  part  of  a primary  lesion — as, 
for  example,  in  vaccination — does  possibly,  to  some  very 
slight  extent,  heighten  the  disease. 

Detail*  of  a syphilitic  family,  hotli  parent* 
having  suffered. — In  the  following  case  I had  myself 
seen  on  a single  occasion  a husband  and  wife  in  the 
sixth  year  of  their  marriage  for  secondary  syphilis. 
Both  suffered  severely,  the  wife  especially  so.  She 
had  a most  acute  attack  of  iritis.  They  continued 
in  unrestrained  cohabitation,  and  the  following  list, 
furnished  to  me  some  years  later  by  their  medical 
attendant,  shows  the  results.  Prior  to  the  syphilis 
three  healthy  children  had  been  born.  After  it  the 
births  were  as  under  : — 

1st  child,  a boy,  born  whilst  under  treatment,  lived 
six  months.  Contracted  small-pox,  which  was  followed 
by  cancrum  oris  in  cheek. 

2nd  child,  a boy,  born  twenty  months  after  the 
primary  disease  (premature — seven  months),  lived  five 
months ; died  in  convulsions. 

3rd  child,  a boy,  born  two  years  and  seven  months 
after  (premature  and  stillborn). 

4th  child,  a boy,  born  four  years  after  (full  time — 
stillborn). 

5th  child,  a boy,  born  nearly  six  years  after  (full 
time  and  healthy) ; living  now,  in  seventh  year. 

6th  child,  a boy,  born  about  eight  years  after  (full 
time) ; now  very  strong  and  healthy. 

7th  child,  a girl,  about  ten  years  after;  strong  and 
healthy  now. 

8th  child,  a girl,  born  twelve  months  ago;  very 
strong  and  healthy. 

In  this  instance,  although  both  parents  had  suffered 
and  the  mother  very  severely,  none  of  the  children 
showed  definite  symptoms.  We  may,  however,  hold  it 
as  highly  probable  that  those  stillborn  were  tainted. 
On  this  calculation  the  disease  may  he  supposed  to 
have  persisted  in  the  mother  with  heritable  potency 
for  four  years.  After  that  she  bore  four  strong  and 
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healthy  children.  The  parents  had  regained  good 
health.  I cannot  speak  as  to  details  of  treatment, 
but  believe  that  it  had  been  very  irregular  and  in- 
adequate. 

Syphilis  acquired  in  infancy. — It  is  a somewhat 
curious  fact  that  it  still  remains  a question  upon  which 
little  or  no  evidence  has  been  recorded,  whether  infants 
who  contract  primary  syphilis  in  very  early  life  dis- 
play the  symptoms  peculiar  to  inheritance.  My  im- 
pression is  that  they  do  not,  but  I have  very  few  facts. 
I once  had  in  a ward  in  the  London  Hospital  a young 
girl  who  had  a syphilitic  eruption  which  resembled 
the  lupoid  psoriasis  of  adults.  Her  mother,  who  suf- 
fered from  a very  similar  eruption,  lay  in  an  adja- 
cent bed.  Assuming  that  the  child  had  inherited  the 
taint,  I often  directed  attention  to  the  fact  that  she 
presented  most  unusual  conditions.  At  length  I ascer- 
tained from  her  mother  that  the  child  had  contracted 
a sore  from  herself,  and  that  her  own  syphilis  had 
originated  after  her  confinement.  A portrait  of  this 
girl’s  eruption  is  given  in  Plate  xxxvii.  of  the  New 
Sydenham  Society’s  Atlas. 
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ON  THE  PEMPHIGUS  OF  SYPHILITIC  INFANTS 

The  pemphigus  which  affects  syphilitic  infants  pre- 
sents remarkable  differences  from  most  other  forms  of 
eruption.  It  often  occurs  very  soon  after  birth,  it 
may  be  within  a few  days,  and  at  a time  when  the 
other  eruptions  are  rarely  present.  It  may  even  occur 
during  intra-uterine  life,  and  thus  may  be  present  at 
birth.  It  is  often  confined  to  the  hands  and  feet,  and 
when  severe  it  mostly  portends  death.  The  cause  of 
death  is  obscure,  for  the  child  does  not  waste  away 
gradually,  but  dies  within  a few  days,  usually,  I think, 
with  convulsions.  Diday  thought  that  this  kind  of 
pemphigus  was  due  rather  to  the  cachexia  caused  by 
syphilis  than  to  syphilis  itself.  In  this  opinion  I 
cannot  concur,  for  I have  seen  the  worst  forms  of 
pemphigus  of  the  hands  in  infants  who  appeared  at 
birth  to  be  well  nourished.  It  sometimes  affects  several 
children  in  succession  in  the  same  family,  leading  to 
the  death  of  all.  What  the  precise  cause  of  death  is, 
and  why  a bullous  eruption  on  the  hands  should  denote 
such  a perilous  state,  are  questions  to  which,  as  yet, 
we  have  no  reply.  It  may  be  that  conditions  of  visceral 
or  cardiac  implication  are  present,  similar  to  those 
recorded  by  Dr.  Coupland  in  his  remarkable  case  ( see 
p.  321). 

It  is  not  quite  the  truth  that  syphilitic  pemphigus 
in  young  infants  is  always  fatal.  Sometimes,  indeed, 
it  is  a mild  disease  and  quite  transitory.  If  the  child 
improves  under  treatment,  I believe,  indeed,  that  it 
always  clears  away.  A married  gentleman,  who  con- 
sulted me  for  the  remains  of  syphilis,  incidentally 
mentioned  that  his  wife  had  just  been  confined.  I,  of 
course,  inquired  as  to  the  infant’s  health.  He  said 
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that  it  now  appeared  to  be  thriving,  but  that  “ it  had 
suffered  from  what  the  doctor  had  called  pemphigus 
of  the  hands  and  feet.”  In  January,  1882,  I gave  a 
clinical  lecture  on  a case  of  infantile  pemphigus,  in 
which  the  child  survived  long  enough,  at  any  rate,  to 
pass  into  another  phase  of  disease.  This  infant  was 
sent  to  me  when  nine  days  old,  its  hands,  feet,  and  face 
being  then  covered  with  blebs.  It  was  a well-grown 
baby,  and  in  all  other  respects  appeared  to  be  in  good 
health.  Contrary  to  what  is,  I think,  usual,  none  of 
the  bullse  had  sanious  contents.  Many  of  them  were 
remarkably  delicate  and  clear,  and  those  on  the  face 
were  arranged  in  panicles  like  herpes.  There  was  not 
a single  vesicle  on  the  trunk.  At  the  first  visit  there 
was  notmng  known  which  supported  the  diagnosis  of 
syphilis,  but  subsequently  I learnt  that  the  infant’s 
mother  had  suffered  from  syphilis,  and  had,  two  years 
before,  borne  a child  which,  at  eight  months  old,  died 
of  that  disease.  In  the  case  under  my  care  mercury 
was  given,  and  the  eruption  soon  ceased.  Two  months 
later  the  child  was  again  brought  to  me.  It  was  then 
puny  and  emaciated,  with  snuffles  and  painful  swell- 
ing over  the  ends  of  several  bones.  The  treatment 
had  not  been  efficiently  kept  up.  [I  do  not  know  the 
sequel.] 

It  is  to  be  noted  that  this  syphilitic  form  of 
pemphigus  bears  but  little  resemblance  to  common 
pemphigus  cliutinus,  excepting  in  the  bullous  character 
of  the  eruption.  The  latter  is  never  confined  to  the 
hands  and  feet,  never  affects  infants,  and  almost  in- 
variably persists  and  extends  until  arsenic  is  given. 
It  is  remarkable,  however,  that  both  of  them  tend  to 
death  unless  treated. 

Whether  there  be  any  infantile  condition  not  con- 
nected with  syphilis  in  which  bullse  occur  on  the  hands 
and  feet  and  are  of  dangerous  import,  is  a question  of 
much  clinical  importance. 

The  statements  above  made  are  taken  almost  without 
alteration  from  my  first  edition.  My  later  experience  of 
pemphigus  in  syphilitic  infants  has  not  been  large,  but 
some  cases  of  much  interest  have  been  observed  which 
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suggest  that  a very  close  resemblance  to  the  malady  may 
occur  without  any  history  of  parental  disease.  In  one 
of  these  I saw  in  succession  two  infants  who  died  with 
bullte  on  the  palms  and  soles  within  a fortnight  of 
birth.  Both  had  been  apparently  well  nourished  at 
the  time.  The  parents  were  both  in  good  health.  The 
father  was  quite  candid  in  admitting  exposure  to  risk, 
but  denied  having  ever  had  syphilis.  In  another  in- 
stance a married  couple,  who  had  both  been  for  a year 
under  mercurial  treatment  and  to  whom  further  co- 
habitation had  been  forbidden,  came  to  me  in  order 
to  ask  whether  it  was  necessary  to  continue  the  latter 
precaution.  Their  first  child,  a very  fine  baby  at 
birth,  had  suffered  from  pemphigus  of  the  hands 
and  feet,  and  had  died  on  the  sixteenth  day.  The 
eruption  had  not  been  wholly  confined  to  the  extre- 
mities, but  there  had  been  no  other  signs  of  syphilis. 
The  most  careful  inquiry  of  the  parents,  both  of 
whom  appeared  to  be  in  excellent  health,  failed  to 
elicit  the  slightest  evidence  as  to  syphilis  in  either 
of  them. 

In  a debate  which  occurred  in  the  French  Academy, 
and  which  is  summarised  by  Diday,*  there  were  two 
camps  of  opinion.  By  the  one  party  it  was  contended 
that  pemphigus  neonatorum  was  always  syphilitic,  and 
the  other  denied  the  connection,  and  asserted  that 
there  was  seldom  any  history  of  such  disease  in  the 
parents.  The  fact  that  any  authorities  could  be  found 
to  assert  this  latter  conclusion  may  be  allowed  to 
prove  that  many  cases  have  been  observed  with  negative 
histories  similar  to  those  of  my  own  which  I have  just 
mentioned.  These  facts  certainly  ought  to  shake  our 
faith  in  the  teaching  that  this  malady,  even  in  its 
most  characteristic  type,  can  be  held  to  be  in  itself  a 
proof  of  parental  syphilis. 

It  is  inconceivable,  however,  that  the  many  observers 
in  the  past  who  have  described  and  figured  infantile 
pemphigus  of  the  hands  and  feet,  and  have  attributed 
it  to  syphilis,  have  all  been  in  error.  In  no  published 
portrait  of  the  malady — and  there  are  many — has  it 
* See  his  book,  New  Sydenham  Society  Library. 
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been  assigned  to  any  other  cause.  It  would,  however, 
appear  to  be  rare,  for  it  is  barely  mentioned  in  our 
modern  text-books.* 

In  spite,  however,  of  the  general  silence  of  English 
observers  during  the  last  quarter  of  a century,  I do 
not  think  that  there  can  be  any  doubt  that  an  acute 
bullous  dermatitis  of  the  palms  and  soles,  beginning 
very  soon  after  birth  and  tending  rapidly  to  death, 
does  occasionally  occur  in  syphilitic  infants.  Although 
manifesting  itself  so  soon  after  birth,  it  does  not  seem 
to  imply  severe  intra-uterine  disease,  for  its  subjects 
very  usually  appear  to  be  well-developed  infants  and 
show  no  other  signs  of  the  disease.  Their  speedy 
deaths  may  not  improbably  be  the  explanation  of  the 
apparent  limitation  of  the  disease  to  the  parts  named. 
Were  the  infant  to  survive,  a more  general  eruption 
and  other  symptoms  might  probably  follow.  Such 
cases  are  recorded.  It  would  be  unwise,  then,  to 
attempt  to  form  of  the  cases  of  syphilitic  pemphigus 
neonatorum  a too  abruptly  specialised  group.  They 
should  stand  rather  as  being  simply  the  most  acute 
and  severe  of  all  forms  of  infantile  pemphigus.  It  is 
well  known  that  in  all  forms  of  pemphigus  the  advent 
is  often  sudden,  and  the  tendency  to  speedy  death  is 
not  infrequently  marked.  In  the  rare  cases  of  syphi- 
litic pemphigus  which  have  been  recorded  as  occurring 
in  the  acquired  disease  in  adults,  the  emaciation  and 
debility  produced  have  been  great,  and  death  has  in 
some  been  averted  only  by  the  timely  addition  of 
arsenic  to  the  mercurial  course.  We  may  suppose  that 
these  infants  have  a congenital  proclivity  to  pem- 
phigus as  well  as  the  specific  taint  of  syphilis,  and 
that  they  ought  to  be  promptly  treated  with  arsenic 
as  well  as  mercury. 


* Bumstead  writes:  “In  1834,  Krauss  collected  a large  number  of 
instances  of  this  affection  in  infants,  and  carefully  described  its  symptoms, 
but  did  not  suspect  that  it  was  due  to  hereditary  syphilis,  as  the 
researches  of  M.  Dubois  have  since  rendered  probable.”  He  adds  that 
syphilitic  pemphigus  of  hereditary  origin  is  usually  present  at  birth,  is 
confined  to  the  palms  and  soles,  and  is  soon  followed  by  the  death  of  the 
infant. — “ De  Pemphigus  Neonatorum,”  1834,  Bulletin  del' Acad.  Nat.  de 
Med.,  1851,  t.  xvi. 
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Opinion)!*  of  authors  and  description  ol  pub- 
lished plates. — Chotzen  figures  this  form  of  palmar 
pemphigus  in  association  with  a general  eruption  in 
his  71st  Plate.  The  outspread  palm  is  shown  with 
a large  purulent  bulla  in  its  centre,  and  others 
in  the  palmar  aspects  of  the  digits,  and  a large  ex- 
coriation. Both  palms  and  both  soles  were  affected. 
It  is  entitled  “ Lues  hereditaria  : Exanthema  pustulo- 
bullosum  voice  mantes  ( pemphigus  syphiliticus).”  The 
mother  of  the  child  had  suffered  from  syphilis  a 
year  previously.  The  infant  had  a general  eruption, 
papular  and  pustulous,  over  the  whole  body,  rhinitis 
and  rhagades.  In  spite  of  treatment,  it  died  about  a 
month  after  the  portrait  was  taken.  The  exact  age 
is  not  given. 

Diday  writes  : “ Some  children  present  at  birth,  or 
a few  days  afterwards,  an  eruption  of  bullse,  the 
principal  seats  of  which  are  the  soles  of  the  feet  and 
the  palms  of  the  hands.”  He  adds  that  the  progress  is 
rapid,  and  the  general  health  so  seriously  affected  that 
such  infants  usually  sink  in  a few  days.  His  state- 
ments might  imply  that  he  had  seen  many  cases,  but 
he  does  not  record  any  in  detail.  His  subsequent  dis- 
cussion of  the  subject  is  lengthy,  but  it  is  by  no  means 
confined  to  cases  which  were  of  the  type  described. 
In  some  the  eruption  did  not  begin  during  the  first 
wTeek,  and  in  many  others  it  was  not  confined  to  the 
palms  and  soles. 

Kaposi,  in  Tafel  264,  figures  “ pemphigus  syphiliti- 
cus neonati  ” of  what  wTe  may  call  the  classic  type,  but 
unfortunately  without  any  particulars.  The  eruption 
appears  to  be  confined  to  the  palms  and  soles  (which 
are  covered  with  large  vesications),  with  the  exception 
that  there  is  a sore  at  the  anus.  The  infant  is  not 
emaciated. 

Bumstead  records  a case  under  his  own  observation 
in  which  the  eruption  appeared  on  the  third  day  after 
birth,  but  was  at  the  anus,  and  also  on  the  abdomen 
and  thorax.  It  wras  followed  in  the  third  week  by 
mucous  patches  on  the  buttocks  and  elsewhere.  The 
father  had  suffered  from  syphilis  recently.  Under 
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grey-powder  treatment  the  infant  at  the  age  of  three 
months  was  doing  well. 

In  one  of  the  cases  which  Dr.  Taylor,  of  New 
York,  has  recently  published  as  examples  of  “ third- 
generation  syphilis,”  he  has  mentioned  the  fact  that 
a syphilitic  child  suffered  in  infancy  from  pemphigus 
of  the  palms  and  soles.  In  this  instance  the  child 
had  other  symptoms,  and  recovery  took  place  under 
specific  treatment.  She  grew  up  to  be  a large, 
big-boned,  strapping  girl,  and  became  the  mother  of 
children  in  her  turn. 

Postscript. — The  questions  discussed  in  this  chapter  may,  I 
think,  be  simplified  by  appeal  to  certain  general  facts  which 
have  been  repeatedly  enforced  in  the  present  work.  Inborn 
peculiarities  in  the  structure  of  the  skin  are  present  in  definite 
degree  in  a large  number  of  individuals,  and  may  become 
hereditary.  Thus  in  some  the  epidermal  layers  adhere  more 
firmly  than  in  others.  In  some  the  epidermal  cells  detach  them- 
selves more  readily  than  in  others,  and  these  are  prone,  under 
disturbances  of  health  or  local  congestion,  to  produce  scaly 
eruptions.  In  others,  fluid  effusion  occurs  easily  in  the  rete- 
mucosum,  and  vesicles  or  bullae  form.  A structural  proneness 
to  epidermatolysis  may  be  assumed  to  be  the  predisponent  to 
all  forms  of  pemphigus,  and  of  that  which  occurs  in  congenital 
syphilis  amongst  the  rest.  The  degree  in  which  this  is  present 
will  determine  whether  the  vesication  is  severe  and  extensive, 
or  otherwise.  We  know  that  all  forms  of  bullous  eruption  are 
attended  by  great  disturbance  of  health,  and  that  pemphigus 
diutinus  was,  before  the  specific  power  of  arsenic  was  observed, 
accounted  a fatal  malady.  Thus  w'e  arrive  at  the  conclusion 
that  the  syphilitic  pemphigus  of  infants  is  a “revealing 
symptom,”  and  shows  that  those  who  exhibit  it  have  a condition 
of  skin  prone  to  epidermatolysis,  and  we  may  conjecture  further 
that  they  ought  to  be  treated  by  arsenic. 


CHAPTER  XLV 


THE  TEETH  IN  INHERITED  SYPHILIS 

Importance  of  care  in  estimating  tlie  mal- 
formation ot  tlie  teeth. — Most  of  the  more  con- 
spicuous malformations  which  the  teeth  present  have 
nothing  to  do  with  syphilis.  Some  of  these,  more 
especially  what  are  knoAvn  as  “craggy  teeth,”  are  family 
peculiarities,  and  are  seen  in  several  generations 
without  implying  anything  as  regards  the  health  or 
diathesis  of  their  possessors.  Others,  and  a far  larger 
number  (pitted  teeth,  honeycombed  teeth,  furrowed 
teeth,  discoloured  teeth,  etc.),  are  probably  caused  by 
attacks  of  stomatitis  occurring  in  infancy,  and  are 
not  due  to  syphilis.  Amongst  the  causes  of  such 
stomatitis  I cannot  feel  the  least  doubt  that  the  in- 
fluence of  mercury  stands  first.  It  is  not  easy  to. 
salivate  infants,  but  this  by  no  means  implies  that 
they  do  not,  when  under  the  influence  of  mercury,  suffer 
from  congestion  of  the  gums,  such  as  would  be  likely 
to  interfere  with  the  normal  development  of  the  dental 
pulps.  The  defects  subsequently  shown  will  be  in  relation 
with  the  severity  of  the  mercurialisation,  and  the  age 
of  the  child  at  the  time.  The  crowns  of  teeth  which 
are  well  calcified  before  the  miercurial  course  cannot 
be  damaged  by  it,  nor,  it  would  appear,  do  those  suffei’ 
much  which  are  in  a very  early  stage  of  development. 
It  is  those  which  have  considerably  advanced,  but 
are  not  as  yet  completed,  that  are  most  apt  to  receive 
hurt.  The  commonest  cause  of  damage  to  the  enamel 
of  the  permanent  teeth  is  the  use  of  mercury  for  the 
maladies  incident  to  the  primary  dentition,  whether 
by  medical  prescription  or  in  the  form  of  popular 
nostrums.  The  almost  constant  co-existence  of  defective 
enamel-formation  with  lamellar  cataracts,  and  of  both 
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with  the  history  of  convulsions  in  infancy,  affords,  I 
think,  a good  illustration  of  this.  In  almost  all  such 
cases  we  find  that  the  convulsions  were  treated  by 
calomel,  and  if  in  any  given  case  there  be  proof  that 
mercury  was  not  used,  then  the  teeth  will  be  found 
undamaged.  Without  in  the  least  wishing  to  imply 
that  all,  or  almost  all,  the  non-syphilitic  defects  in 
the  development  of  the  teeth  are  due  to  mercury.  I 
do  yet  hold  with  confidence  to  the  proposition  that 
they  almost  invariably  are  due  to  some  form  of  in- 
flammation of  the  gums.  It  may  have  been  an  attack 
of  thrush,  or  follicular  stomatitis,  or  it  may  have 
been  from  some  less  definite  cause,  but  there  must 
have  been  some  form  of  inflammatory  congestion  of 
the  tooth-sacs. 

In  the  case  of  syphilis  we  can  easily  understand  that 
inasmuch  as  the  teeth  are  part  of  the  dermo-skeleton, 
they  may  suffer  with  the  skin  and  its  appendages. 
Nor  is  there  anything  to  occasion  special  surprise  to 
see  it  affecting  symmetrically  certain  teeth,  and  leaving 
the  rest  almost  free.  Although,  however,  we  insist 
on  the  importance  of  giving  almost  exclusive  attention 
.to  the  upper  central  incisors,  yet  the  rest  of  the  teeth 
by  no  means  wholly  escape. 

It  must  be  borne  in  mind  that  it  is  probably  but 
seldom  that  an  opportunity  is  afforded  us  of  inspect- 
ing teeth  which  have  been  damaged  by  syphilis  only. 
Most  subjects  of  this  taint  are  treated  by  mercury  in 
infancy,  and  in  most  mouths  which  show  syphilitic 
teeth  we  encounter  also  the  results  of  mercurial 
stomatitis.  It  is  often  very  difficult  to  assign  correctly 
to  each  cause  its  separate  share  in  the  results.  As  has 
been  already  explained,  all  horizontal  defects,  all 
defects  which  are  general  and  not  peculiar  to  pairs  of 
teeth,  are  to  be  considered  as  non-specific.  Mercurial 
stomatitis  often  damages  the  whole  set  after  a fashion 
of  which  we  see  nothing  in  syphilis.  There  is,  however, 
one  pair  of  teeth  which  usually  escapes  in  syphilis  and 
suffers  severely  from  mercury.  As  the  upper  central 
incisors  are  the  test  teeth  for  syphilis,  so  the  first 
permanent  molars  arc  those  which  especially  mark  the 


Plate  29.  — Teeth  showing  the 
Effects  both  of  Syphilis  and  of 
Mercury 

The  front  teetli  of  both  jaws  of  a woman 
aged  twenty-eight,  showing  condi- 
tions due  both  to  inherited  syphilis 
and  to  the  influence  of  mercury  (see 
Pig.  2 of  Plate  xi.  in  the  Authors 
“ Atlas  of  Clinical  Illustrations”). 

The  upper  lateral  incisors  are  want- 
ing. The  central  ones  are  dwarfed, 
notched,  and  discoloured.  In  the 
notches  the  dentine  is  exposed.  The 
lower  incisors  are  dwarfed  and  dis- 
coloured, and  the  two  lateral  ones 
show  crescentic  notches— a peculiar 
and  exceptional  feature. 
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effects  of  mercury.  These  teeth  are  developed  almost 
simultaneously  with  the  central  incisors,  and  are 
usually  cut  a year  bcfoi’e  them.  They  are,  therefore, 
likely  to  suffer  from  the  same  influences.  If  the  defect 
be  due  to  mercury,  we  find  not  merely  arrest  of  growth, 
but  great  defect  of  enamel  formation.  I have  illus- 
trated the  appearances  assumed  by  mercurial  teeth 
both  in  my  original  paper  in  the  Pathological  Society’s 
Transactions,  and  more  recently  in  my  “Clinical  Illus- 
trations.”* My  reason  for  referring  to  them  now  is  the 
important  relations  which  they  bear  to  the  teeth  of 
syphilis,  and  the  numerous  errors  in  diagnosis  to  which 
they  give  rise.  In  almost  all  the  illustrations  given 
in  the  plates  last  referred  to,  the  conditions  due  to 
mercury  are  seen  side  by  side  with  those  due  to 
syphilis,  and  often  in  the  same  tooth.  It  is  not  im- 
probable that  the  use  of  mercury  for  the  cure  of  in- 
fantile syphilis  tends  to  prevent  and  to  minimise  the 
special  malformations  due  to  syphilis,  but  at  the  same 
time  it  adds  others  of  its  own,  and  the  two  become 
inextricably  combined. 

Details  of  diagnosis  of  inherited  syphilis*  hy 
tlie  teeth. — Although  my  opinions  concerning  the  value 
of  malformed  teeth  as  indicative  of  congenital  syphilis 
have  undergone  no  important  modifications  since  the 
publication  of  my  first  papers  on  this  subject  in  1858, 
yet  I have  in  various  directions  become  acquainted 
with  details  with  which  at  that  time  I was  not 
familiar.  If  I were  now  asked  whether  the  teeth 
may  be  treated  as  conclusive,  in  the  absence  of  history 
and  of  corroborative  conditions,  I would  answer, 
without  hesitation — as,  indeed,  I have  done  in  an 
earlier  chapter— that  in  many  cases  they  may.  There 
are  teeth — and  they  are  seen  not  very  infrequently 
— so  characteristic  that  I should  feel  sure,  in  the 
absence  of  all  other  facts,  that  the  possessor  of 
such  teeth  must  have  inherited  syphilis.  In  a large 
majority  of  cases,  however,  the  teeth  are  not  so  char- 
acteristic as  to  justify  such  an  opinion;  they  suggest 

* See  “ Clinical  Illustrations,”  vol.  i.,  page  54  et  sea.,  and  vol.  ii., 
part  9,  also  Plates  11,  42  and  43. 
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suspicion  only,  and  are  to  be  allowed  more  or  less 
weight  in  different  instances,  and  in  relation  with  the 
corroborative  facts.  That  the  employment  of  the  mal- 
formations of  the  teeth,  as  symptoms,  is  a matter  of 
much  practical  difficulty  I have  had  abundant  oppor- 
tunities for  knowing.  In  many  cases  patients  have 
been  sent  to  me  as  “ obviously  syphilitic,”  and  as 
having  “ typical  teeth,”  in  whom  I could  not  find  any 
reason  to  suspect  inherited  taint.  It  may  be  worth 
while,  therefore,  that  I should  endeavour  to  specify 
some  of  the  more  common  risks  of  error. 

The  first  danger  is  forgetfulness  of  the  fact  that  the 
milk  teeth  are  never  characteristically  malformed ; 
and  the  next,  neglect  of  the  rule  that  it  is  to  the  upper 
central  incisors,  almost  solely,  that  we  should  look.  It 
is  quite  true  that  the  other  teeth,  more  especially  the 
incisors  of  the  lower  set,  are  often  malformed  at  the 
same  time,  but  their  peculiarities  are  not  character- 
istic; and  although  these  may  be  very  conspicuous, 
they  may  be,  and  usually  are,  due  to  other  causes 
than  syphilis. 

It  is  quite  true  that  the  milk  teeth  in  syphilitic 
children  are  often  very  peculiar.  In  my  original 
papers,  as  well  as  subsequently,  I gave  some  good 
pictorial  illustrations  of  the  manner  in  which  the 
milk  teeth  usually  suffer.  Sometimes  the  tooth-sacs 
suppurate,  and  the  crowns  of  the  teeth,  almost  always 
the  upper  central  incisors,  are  exfoliated  before  they 
are  cut.  The  occasional  occurrence  of  this  is  one  of 
the  strongest  facts  which  I can  adduce  in  support  of 
the  assertion  that  the  gums  and  tooth-sacs  are  liable 
to  congestion  and  inflammation  during  the  secondary 
stage  of  syphilis  in  infants.  I have  never  witnessed 
this  suppurative  exfoliation  of  the  upper  incisors  ex- 
cepting in  those  who  were  syphilitic. 

The  lower  incisors  (second  set)  usually  present  serra- 
tions only,  that  is,  two  small  notches  and  three  eleva- 
tions. I have,  however,  seen  several  examples  of  a single 
central  notch,  resulting  apparently  from  suppression 
of  the  middle  denticle,  as  in  the  upper  set. 

A far  more  common  event  than  exfoliation  is  caries, 


Plate  30.— Syphilitic  Teeth 

The  upper  teeth  of  a woman  who  was  the  subject  of  inherited 
syphilis.  The  central  incisors  show  well  the  characteristic 
central  notch.  The  lateral  incisors  show  the  same  in  a 
modified  degree. 


MALFORMATIONS  OF  TEETH 


459 


XLv] 


and  it  is  often  very  peculiar  in  its  form.  The  neck 
of  the  tooth  is  attacked  and  is  rapidly  eaten  through, 
and  the  crown  drops  off.  In  this  way  all  the  incisors 
of  the  upper  jaw  may  be  destroyed,  and  the  child,  from 
the  age  of  two  to  that  of  six,  may  be  without  teeth  in 
this  position.  Sometimes  the  lower  incisors  also  are 
affected,  but  more  rarely.  What  the  cause  of  this  de- 
structive caries  may  be  it  is  of  interest  to  consider. 
Inasmuch  as  the  crown  is  first  calcified,  we  can  easily 
see  how  it  may  escape  the  possibility  of  damage  during 
a syphilitic  illness  occurring  at  the  age  of  a month  or 
six  weeks  after  birth,  whilst  the  neck  and  fang  may 
be  defectively  organised.  This  is  probably  the  ex- 
planation. Although  exfoliation  of  the  crowns  is  rare, 
it  is  possible  and  probable  that  minor  degrees  of  in- 
flammatory action  are  common.  We  may  conjecture 
that  the  children  who  show  tendency  to  rapid  caries  of 
the  neck  are  those  in  whom,  during  infancy,  the  in- 
flammation of  the  tooth-sacs  stopped  just  short  of 
supjDuration.*  Clearly,  in  explanation  of  peculiarities 
presented  by  the  milk  teeth,  we  have  to  suspect  in- 
fluences which  have  been  brought  to  bear  during  the 
later  periods  of  intra-uterine  life,  or  the  earliest  ones 
of  infancy. 

The  conditions  which  I have  mentioned  as  not  un- 
common in  the  milk  teeth  of  syphilitic  infants  are  not 
to  be  treated  as  pathognomonic  symptoms.  They  can 
at  best  rank  only  as  suspicious,  for  probably  states 
closely  resembling  them  occur  not  infrequently  in  those 
who  are  not  syphilitic. 

When  we  come  to  the  permanent  teeth,  the  most 
frequent  mistakes  occur  in  respect  to  the  craggy, 
foliated,  indented,  and  fluted  teeth,  which  usually  im- 
ply stomatitis  in  infancy.  These  defects  in  the  teeth 
are  often  far  more  conspicuous  than  the  peculiarities 
which  denote  syphilis.  Hence  occur  frequent  errors 
in  diagnosis,  sometimes  of  a very  serious  kind.  To 
avoid  such  it  is  well — in  addition  to  the  primary  rule 
to  look  only  at  the  upper  central  incisors — to  note 
the  following  memoranda  : 

* See  Fig.  1 in  Plate  43  in  my  “ Clinical  Illustrations,”  vol.  ii. 
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All  transverse  markings  (that  is,  lines  which  cross 
several  teeth  on  the  same  level)  are  to  be  disregarded. 

All  mere  defects  in  enamel  formation  leading  to  pits 
or  honeycombing,  or  irregular  breakages,  are  to  be 
disregarded. 

Foliated  or  wart-like  projections  on  the  teeth,  with, 
of  course,  defect  of  enamel,  although  very  suspicious, 
are  untrustworthy. 

In  looking  at  the  “ test  teeth,”  the  upper  central 
incisors,  we  must  observe  chiefly  their  size  and  their 
edges.  Typical  teeth  have  always  a single  notch, 
usually  shallow,  in  the  middle  of  their  edges.  The 
notch  is  more  or  less  crescentic,  and  is  accompanied 
by  a rounding  off  of  the  angles.  The  tooth  is  almost 
always  dwarfed,  both  as  regards  its  length  and  width ; 
often  very  much  so.  It  is  not  flattened  out  as  a normal 
incisor  is,  but  rounded,  and  more  or  less  peg-like. 
In  most  cases  the  enamel  is  deficient  in  the  middle 
of  the  notch,  but  not  always.  The  teeth  are  often  not 
properly  placed,  but  incline  either  towards  each  other 
or  in  the  divergent  direction.  They  are  seldom  large 
enough  to  touch  their  neighbours  on  both  sides. 

Able  observers,  Mr.  Moon  and  others,  have  described 
certain  peculiarities  in  the  form  of  the  first  molars, 
“ dome-shaped  teeth,”  which  are  more  or  less  character- 
istic. Respecting  these  and  all  other  peculiarities  (and 
they  are  many  and  valuable  to  those  who  know  how  to 
use  them),  I can  only  say  to  those  not  specially  skilled, 
Beware  ! It  is  safer  to  trust  only  to  the  upper  central 
incisors.  If  they  are  typical,  it  suffices ; whilst  if  they 
are  not,  no  other  peculiarities  with  which  I am  ac- 
quainted can  justify  a diagnosis. 

Absence  of  malformations  of  the  teeth  ami 
of  keratitis  in  many  cases  of  inherited  syphilis. 
—Syphilitic  teeth  are  present  probably  in  only  a 
minority  of  those  who  are  the  subjects  of  inherited 
syphilis.  This,  at  any  rate,  is  true  if  we  restrict  our 
attention  to  such  teeth  as  are  characteristic.  It  is  un- 
questionably true  that  teeth  of  perfect  development  may 
not  infrequently  be  seen  in  the  mouths  of  those  who 
yet  have  suffered  severely  from  inherited  taint.  In 


Plate  31.— Craggy  Teeth  and  Syphilitic  Teeth 

Fig.  1. — A pair  of  “craggy”  teeth  : they  are  the  upper  central 
incisors  and  may  he  contrasted  with  Fig.  2.  '1  hese  craggy 

teetli  appear  to  he  sometimes  a family  peculiarity,  and  to  have 
no  connection  with  either  syphilis  or  mercurialism. 

Fig.  2. — A pair  of  typical  teeth  : they  are  the  upper  central  incisors 
of  the  permanent  set.  These  are  dwarfed  in  all  dimensions, 
slant  towards  each  other,  are  of  screwdriver  form,  and  show 
shallow  central  notches. 

Fig.  3. — The  upper  milk  teeth  of  a syphilitic  child  aged  three 
years.  The  lateral  incisors  have  been  left  as  mere  stumps  by 
the  breaking  away  of  their  crowns,  and  the  two  central  ones 
are  progressing  to  a similar  condition  through  erosive  caries 
which  encircles  their  shafts.  The  canines  are  large  and  their 
enamel  is  sound. 


THE  TEETH  AND  KERATITIS 


461 


XLV] 


such  cases  it  is  to  be  presumed  that  the  stage  of  in- 
flammation of  the  gums  in  early  infancy,  by  which  we 
seek  to  explain  the  malformations,  has  been  omitted. 

It  curiously  happens  that  certain  results  of  inherited 
taint  are  met  with  more  commonly  in  those  who  do  not 
show  malformed  teeth,  whilst  others  but  seldom  occur 
except  in  company  with  them.  I long  ago  noted  that 
in  cases  of  phageclsenic  ulceration  of  palate  or  nose  in 
young  persons  the  teeth  are  very  seldom  typical,  and 
subsequent  observation  has  fully  confirmed  this  state- 
ment. The  same  patients  not  infrequently  escape  the 
occurrence  of  keratitis.  The  omission  of  both  these 
very  valuable  indications  of  taint  led  me  at  one  time 
to  feel  doubt  whether  these  palate-cases  were  really 
syphilitic.  This  doubt  has,  however,  been  wholly  re- 
moved by  increasing  experience.  I should  now  regard 
acute  ulcerative  destruction  of  the  palate  or  nose  in 
a young  person  as  being  in  itself  an  almost  con- 
clusive proof  of  inherited  taint,  and  should  attach  no 
diagnostic  value  to  the  absence  of  keratitis  and  of 
malformed  teeth. 

Whilst  both  keratitis  and  malformed  teeth  are  not 
infrequently  absent  when  the  palate  ulcerates,  they 
very  commonly  in  other  cases  support  each  other.  Few 
who  have  well-characterised  teeth  escape  keratitis,  and 
it  is  exceptional  to  see  keratitis  without  typical  teeth. 
This  common  association  is  of  great  interest. 

Those  who  have  undamaged  teeth  often  fail  also  to 
show  any  peculiarities  in  physiognomy.  This  amounts 
to  saying  that  all  who  in  infancy  have  suffered  severely, 
and  in  whom  as  a consequence  the  physiognomy  has 
received  a stamp,  have  suffered  also  from  stomatitis  as 
a part  of  the  general  disease.  This  statement  involves 
the  admission  that  there  exists  a class  of  patients  in 
whom,  in  spite  of  the  modern  development  of  diagnosis, 
the  recognition  of  inherited  taint  is  still  a matter  of 
great  difficulty,  perhaps  impossible.  How  large  this 
class  may  be  we  cannot  tell.  Probably  it  is  not  a large 
one.  We  must,  however,  be  prepared  to  encounter  now 
and  then  manifestations  of  inherited  syphilis  in  those 
who  do  not  show  a single  corroborative  feature. 
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THE  EYE  IN  INHERITED  SYPHILIS 

We  do  not  know  with  any  exactness  the  age  at  which 
the  choroiditis  of  inherited  syphilis  usually  occurs. 
When  it  affects  the  periphery  of  the  fundus  only,  as  is 
most  usually  the  case,  it  is,  probably,  often  coincident 
with  the  attack  of  keratitis.  Not  infrequently  we  find 
evidences  of  past  choroiditis  in  patients  who  have  never 
had  any  affection  of  the  cornea,  and  sometimes  it  is 
certain  that  it  precedes  the  keratitis  by  many  years. 
Since  choroiditis  often  causes  comparatively  little  defect 
of  sight  (and  children  make  no  complaint  of  slight 
failures  of  this  kind,  in  fact,  never  observe  them),  we 
but  rarely  have  the  opportunity  of  examining  it  in 
the  earliest  stage.  Almost  invariably  we  discover  only 
the  results  of  disease  which  has  been  long  past.  It  is 
not  impossible  that  it  sometimes  occurs  to  infants.  In 
the  acquired  disease  we  know  that  it  usually  happens 
at  a comparatively  early  period,  occasionally  soon 
after,  or  even  with,  the  iritis  of  the  secondary  stage. 

Inherited  syphilis  suspeeted ; choroiditis  dis- 
seminata at  an  unusually  early  a^e. — The  youngest 
patient  in  whom  I have  recognised  choroiditis  dis- 
seminata w’as  an  infant,  aged  five  months,  whom  Dr. 
(now  Sir  Thomas)  Barlow  was  kind  enough  to  send  me 
from  the  Children’s  Hospital  in  Great  Ormond  Street. 
There  were  extensive  evidences  of  old  choroiditis  in 
both  eyes,  large  patches  of  sclerotic  being  laid  bare. 
The  infant  was  hydrocephalic,  the  head  having  begun 
to  enlarge  at  the  age  of  two  months.  Some  snuffles 
had  been  present,  and  there  was  a scaly  rash  on  the 
forehead.  I thought  that  the  child  was  syphilitic,  but 
there  was  no  conclusive  proof. 
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Plate  32.— Syphilitic  Teeth  modified  by 
Mercury 

The  teetli  of  a boy  aged  eleven,  who  had  suffered  from 
inherited  syphilis,  and  who  had  also  taken  much 
mercury.  They  are  the  permanent  teeth  of  the 
lower  jaw.  The  upper  set  from  the  same  mouth 
are  represented  in  Fig.  4 of  Plate  xi.,  vol.  i.  of  the 
Author’s  “ Atlas  of  Clinical  Illustrations,”  and 
show  the  conditions  characteristic  of  syphilis  as 
well  as  those  due  to  mercury. 

The  denudation  of  the  upper  surface  of  the  two 
first  molars  shown  in  this  figure  was  equally  ex- 
hibited in  those  of  the  upper  set.  This  condition 
of  exposure  of  discoloured  dentine  caused  by  loss  of 
enamel  is,  I believe,  a frequent  result  of  mercurial 
influence.  It  would  appear  that  the  incisors  have 
almost  wholly  lost  enamel,  and  are  dwarfed  and  dis- 
coloured. The  reader  is  referred  to  “ Clinical 
Illustrations”  for  a more  detailed  description,  but  it 
may  be  added  that  the  molars  show  an  approach 
to  the  dome-shaped  teeth  described  by  Moon. 


From  a cast  showing  enamel  defects  in  the  temporary  set,  probably  resulting 
from  mercury  given  during  intra-uterine  life.  The  central  incisors  are  the  only 
teeth  of  the  permanent  set  which  have  been  cut.  The  serrations  are  of  good 
size  and  the  enamel  is  not  obviously  defective. 

( From  a photograph  supplied  by  Mr.  W.  E.  Royee.) 
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Choroiditis  dissomiiiata  in  a mother  and  two 
daughters  ; loss  ot  the  nose  by  pliagedsena  in 
one  daughter;  history  of  syphilis  negative.— The 

following  narrative  conveys  important  lessons  as  re- 
gards the  relative  value  for  purposes  of  diagnosis 
of  the  patient’s  family  history  and  the  symptoms  dis- 
played. I have  no  doubt  that  both  in  mother  and 
daughters  the  disseminated  choroiditis  was  really  due 
to  syphilis ; acquired  in  the  one  patient,  and  inherited 
in  the  others.  Yet  the  history,  as  will  be  seen,  was 
negative. 

Mrs.  — — , aged  about  forty,  brought  me  her  eldest  child  on 
account  of  phagedaenic  ulceration  of  the  nose.  Tlie  tip  and  lower 
parts  of  the  nose  were  entirely  destroyed,  and  cicatrisation  had 
occurred  level  with  the  cheeks.  After  it  had  once  healed  there 
had  not  been  the  slightest  tendency  to  relapse,  and  thus  a very 
marked  feature  of  difference  was  shown  between  this  disease 
and  common  lupus.  The  loss  of  the  nose  had  occurred  at  the 
age  of  three  years,  and  had  resulted,  according  to  the  mother’s 
belief,  from  a fall.  The  child  was  fair-complexioned,  and, 
excepting  as  regards  her  nose,  there  was  nothing  in  her 
physiognomy  indicative  of  syphilis.  Her  teeth  were  carious 
and  malplaced,  but  not  typically  malformed.  In  both  eyes  were 
numerous  patches  of  absorbed  choroid,  with  pigment  accumula- 
tions ; these  wrere  more  numerous  in  the  left  than  in  the  right. 
In  1869  I saw  this  child  again ; she  was  then  eleven  years  of 
age.  The  state  of  the  choroids  was  much  as  at  the  previous 
note. 

Mary , aged  ten,  the  younger  sister  of  the  above  patient, 

showed  similar  conditions  as  regards  the  eyes.  In  the  right 
eye  were  numerous  and  large  patches;  in  the  left,  few  and 
small  ones.  The  right  eye  diverged.  With  the  left  .eye  she 
could  read  21;  with  the  righu  only  12.  This  child  was  a florid, 
fair-complexioned,  pretty  girl;  her  teeth  were  excellent,  both 
in  form  and  colour;  and  her  physiognomy  showed  nothing 
indicative  of  syphilis. 

The  mother  of  the  patients  mentioned  above  had  herself 
lost  one  eye  with  choroiditis  disseminata.  It  was  the  left ; 
and  the  history  given  was  that  the  sight  had  failed  four 
or  five  years  after  marriage.  She  had  no  other  indications  of 
syphilis.  She  had  been  married  nearly  twenty  years.  Her 
eldest  child  was  not  born  till  eight  years  after  marriage,  and 
died  in  consequence  of  an  accident  at  the  age  of  eight.  Ada 
and  Mary,  whose  cases  have  just  been  given,  were  her  only 
other  children.  She  did  not  admit  that  any  of  her  children 
had  presented  symptoms  in  infancy. 

In  August,  1869,  I had  an  opportunity  of  seeing  the 
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father  of  the  children.  He  would  not  admit  having  ever 
had  anything  excepting  a slight  gonorrhoea.  He  appeared  in 
good  health,  and  asserted  that  he  had  always  been  so.  These 
children  were  the  offspring  of  his  second  marriage.  Although 
he  entirely  denied  the  history  of  syphilis,  he,  with  a willingness 
which  was  very  suspicious,  consented  to  my  giving  him  a letter 
to  his  family  surgeon  explaining  my  view  of  the  nature  of  his 
children’s  ailments. 

It  will  be  seen  in  the  above  narrative  that  my 
reason  for  confidently  regarding  these  cases  as  syphi- 
litic is  rather  that  they  corroborate  each  other  than 
that  the  evidence  is  conclusive  in  any  one  direction. 
A mother  and  two  daughters  have  been  the  subjects 
of  choroiditis  disseminata,  and  one  of  the  latter  has 
lost  her  nose  by  a form  of  phagedsena  not  usually  met 
with  excepting  in  connection  with  syphilis.  There  is 
no  history  of  scrofula  in  the  family ; nor,  indeed,  if 
there  were,  is  this  form  of  choroiditis  ever  seen  as  a 
scrofulous  disease. 

Iritis  as  a coiisoqiience  ol  inherited  syphilis.— 

In  my  work  on  “ Syphilitic  Affections  of  the  Eye  and 
Ear  ” I collected  a series  of  cases  illustrating  the  iritis 
of  infants.  I do  not  here  reprint  the  cases,  but  only 
the  summary  of  the  facts  respecting  them.  The  series 
comprised  twenty-three  cases,  and  most  of  them  had 
been  under  my  own  observation.  I must  refer  those 
specially  interested  in  this  topic  to  my  original 
memoir,  from  which  I select  the  following  extracts  : 

On  account  of  the  very  slight  symptoms  which  often 
attend  it,  iritis  in  the  infant  is  very  liable  to  be  over- 
looked. Its  diagnosis,  however,  when  once  attention  has 
been  called  to  the  patient’s  eyes,  can  scarcely  be  con- 
sidered difficult.  In  two  cases,  however,  I have  known 
considerable  difference  of  opinion  to  prevail  as  to  its 
existence.  These  were  cases  in  which  the  iris  was 
simply  tumid  and  discoloured,  in  which  no  perceptible 
masses  of  lymph  had  been  effused,  and  no  congestion  of 
the  sclerotic  vessels  existed.  In  each  instance  by  the 
use  of  atropine  I was  enabled  to  demonstrate  great 
irregularity  of  the  pupil,  and  thus  to  remove  the 
doubts  of  those  who  had  at  first  hesitated  to  concur  in 
my  diagnosis.  In  like  cases  the  employment  of  the 


IRITIS  IN  INFANTS 


465 


XLVl] 


solution  of  atropine  should  always  be  resorted  to.  It 
will  also  often  be  necessary,  in  young  infants,  to  use 
a spring  speculum  to  keep  the  lids  open  in  order 
to  procure  a satisfactory  inspection.  Irregularity  of 
the  pupil,  the  presence  of  yellowish  or  reddish  lymph, 
tumidity,  loss  of  lustre,  and  alteration  of  colour  in 
the  iris  itself,  are  the  symptoms  upon  which  the  diag- 
nosis is  to  be  based.  Generally,  also,  there  will  be  seen 
on  minute  inspection  a faint  pink  zone  in  the  sclerotic. 
There  is  very  rarely  much  congestion  of  the  con- 
junctiva, and  the  cornea  is  almost  always  clear. 

The  measures  of  treatment  are  simple.  The  daily 
use  of  atropine  drops*  to  dilate,  if  possible,  the  pupil, 
and  the  rapid  exhibition  of  mercurials,  are  the  two 
all-important  measures.  I usually  employ  the  mild 
mercurial  ointment,  directing  it  to  be  rubbed  into  the 
soles  of  the  feet,  nape  of  neck,  and  calves  of  legs, 
about  a scruple  being  employed  daily.  The  infant’s 
general  health  should  be  carefully  watched,  and  in- 
structions given  as  to  a proper  dietary.  Syphilitic 
infants  need  animal  food,  in  the  form  of  broths,  beef- 
tea,  etc.,  at  an  earlier  age  than  others.  If  there  be 
diarrhoea,  or  if  the  mercury  induces  it,  a carminative 
draught  containing  opium  may  be  given,  but  the 
mercurial  must  not  be  laid  aside  whilst  any  lymph  is 
present  in  the  pupil,  unless  the  child’s  state  should 
absolutely  necessitate  it.  In  these  cases,  however,  mer- 
cury almost  always  agrees  well,  and  the  infant  gains 
flesh  under  its  use. 

The  prognosis  of  these  cases  depends  upon  the 
stage  at  which  they  come  under  treatment.  If  the 
lymph  is  recent,  absorption  may  be  confidently  ex- 
pected under  the  mercury.  It  is,  however,  an  insidious 
and  dangerous  affection. 

Conclusions  respecting’  iritis  in  infants.— 1.  The 

subjects  of  infantile  iritis  are  much  more  frequently 
of  the  female  than  the  male  sex. 

2.  The  age  of  five  months  is  the  period  of  life  at  or 
about  which  syphilitic  infants  are  most  liable  to  suffer 
from  iritis. 

* Four  grains  of  sulphate  of  atropine  to  an  ounce  of  distilled  water. 
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3.  Syphilitic  iritis  in  infants  is  often  bilateral,  but 
quite  as  frequently  not  so. 

4.  Iritis,  as  it  occurs  in  infants,  is  seldom  com- 
plicated, and  is  attended  by  but  few  of  the  more 
severe  local  symptoms  which  characterise  the  disease  in 
the  adult. 

5.  Notwithstanding  the  ill-characterised  phenomena 
of  inflammation,  the  effusion  of  lymph  is  usually  very 
free,  and  the  danger  of  occlusion  of  the  pupil  great. 

6.  Mercurial  treatment  is  most  signally  efficacious 
in  curing  the  disease,  and,  if  recent,  in  procuring  the 
complete  absorption  of  the  effused  lymph. 

7.  Mercurial  treatment,  previously  adopted,  does  not 
always  prevent  the  occurrence  of  this  form  of  iritis.* 

8.  The  subjects  of  infantile  iritis,  though  often  puny 
and  cachectic,  are  also  often  apparently  in  good 
condition. 

9.  Infants  suffering  from  iritis  almost  always  show 
one  or  other  of  the  well-recognised  symptoms  of  heredi- 
tary taint. 

10.  Most  of  those  who  suffer  from  syphilitic  iritis 
are  infants  born  within  a short  period  of  the  date  of 
the  primary  disease  in  their  parents. 

Gumma  in  flic  iris.— It  is  not  often  that  we  see 
uncomplicated  iritis,  in  connection  with  inherited 
syphilis,  at  any  other  age  than  infancy.  A few  cases 
occur,  however,  later  in  life;  of  this  the  following 
seems  to  be  an  example.  Mr.  Tay  was  kind  enough 
to  send  to  me  a little  girl,  aged  four,  who  had 
on  her  right  iris  a salmon-tinted  gumma.  It  was 
nearly  as  big  as  a small  pea,  and  was  placed  on  the 
upper  and  outer  part  of  the  iris.  It  had  been  present 
nearly  a month,  and  was  attended  by  some  dotted 
deposit  in  the  posterior  lamina  of  the  cornea  (keratitis 
punctata).  The  child  did  not  herself  present  anything 
that  was  definite  as  regards  syphilis,  but  there  was  a 

* In  several  of  the  cases  the  patients  had  previously  been  treated  by 
mercury  for  other  symptoms  of  hereditary  syphilis.  In  one  instance  the 
second  eye  was  attacked  while  the  patient  was  taking  mercury  for  the 
cure  of  iritis  in  that  first  affected.  This  I have  known  to  occur  more 
than  once  in  adults.  In  the  latter,  in  five  instances  I have  seen  acute 
syphilitic  iritis  set  in  during  actual  ptyalism. 
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history  that  she  had  had  snuffles  in  infancy,  and  that 
when  eighteen  months  old  she  had  sores  at  the  anus, 
“ of  the  nature  of  piles.”  She  frequently  complained 
of  aching  in  her  legs,  and  the  surfaces  of  her  tibiae 
were  a little  lumpy.  Her  forehead  and  physiognomy, 
though  not  characteristic,  were  decidedly  suspicious. 
The  family  history  was  that  her  mother  had  had  six 
children.  The  first  died  at  four  months  of  thrush; 
the  second  died  at  ten  months,  cause  unknown ; the 
third  was  a premature  birth ; the  fourth,  a healthy 
child,  still  living;  the  fifth,  our  patient;  the  sixth,  a 
baby,  aged  sixteen  months,  apparently  healthy. 

Value  <>t  Hie  evidences  ol  past  choroiditis 
as  proof  of  inherited  syphilis.— Amongst  the  symp- 
toms to  which  we  finally  make  appeal  in  cases  of 
difficulty  in  the  establishment  of  a diagnosis  of  in- 
herited taint,  in  children  and  young  adults,  is  the 
evidence  of  past  choroiditis.  If,  in  a case  in  which 
other  facts  are  present  which  suggest  suspicion,  there 
is  any  evidence  of  old  choroiditis,  it  is,  I believe,  often 
held  to  be  almost  conclusive.  I am  convinced,  how- 
ever, that  some  care  is  necessary  in  its  interpretation, 
and  that  it  must  not  be  relied  upon  if  it  stands  alone 
and  if  other  facts  are  in  contradiction  to  it.  What  the 
other  influences  are  under  which  choroiditis  dissemi- 
nata may  occur  in  early  life,  excepting  syphilis,  I do 
not  know ; but  I have  seen  several  cases  in  which, 
after  the  most  careful  investigation  and  after  observa- 
tion of  the  patient  for  many  years,  I was  obliged  to 
come  to  the  conclusion  that  no  specific  taint  was  prob- 
ably present.  Nor  is  it  easy  to  mention  any  pecu- 
liarities which  would  enable  us  to  distinguish  the  cases 
which  are  syphilitic  from  those  which  are  not.  The 
symptom  must  therefore  remain,  as  I have  just  said, 
as  one  of  great  importance  when  it  corroborates  others, 
but  untrustworthy  when  it  stands  alone. 

The  form  of  choroiditis  which  is  the  commonest 
from  inherited  taint  is  characterised  by  atrophic  and 
pigmented  changes  near  to  the  periphery  of  the  fundus. 
They  are  sometimes  seen  in  both  eyes,  sometimes  only 
in  one.  In  other  cases  patches  may  be  seen  in  all  parts 
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of  the  fundus.  There  is  yet  another  form  in  which 
no  large  patches  occur,  but  a great  number  of  small 
ones,  and  in  which  numerous  dotted  and  striated 
accumulations  of  pigment  are  seen  in  the  retina  simu- 
lating the  conditions  of  retinitis  pigmentosa. 

Mr.  Tay  has  reminded  me  of  a case  which  he  was 
once  good  enough  to  show  to  me,  in  which  a fine, 
well-grown  young  woman  presented  teeth  which  were 
typically  notched,  but  who  showed  no  other  symptoms. 
No  history  implying  syphilis  could  be  obtained,  and  it 
might  easily  have  been  assumed  that  the  condition 
of  the  teeth  was  not  pathognomonic.  Ophthalmoscopic 
examination,  however,  revealed  characteristic  condi- 
tions of  peripheral  choroiditis,  and,  in  conjunction 
with  the  teeth,  might  be  considered  to  establish  the 
diagnosis. 

As  a rule  this  form  of  keratitis  affects  both  eyes. 
A few  remarkable  exceptions  occur,  and  they  may 
possibly  prove  of  importance  in  assisting  us  to  under- 
stand the  nature  of  the  process.  In  several  I have 
seen  only  one  of  the  upper  incisors  presenting  a char- 
acteristic notch,  and  more  than  once  this  has  been 
coincident  with  one-eyed  keratitis.  I have  recorded  one 
such  case.* 

Keratitis  in  one  eye  only;  facial  paralysis; 
only  one  tootli  malformed.— A girl,  aged  nine- 
teen, who  was  the  subject  of  a demonstration,  had  inter- 
stitial keratitis  of  one  eye  only.  She  had  one  upper 
central  incisor  tooth  of  perfect  form  and  with  good 
enamel,  whilst  the  other  was  broken  away  and  had 
evidently  been  malformed.  She  was  the  subject  also 
of  facial  paralysis  from  infancy.  The  facial  paralysis, 
the  deformed  tooth,  and  the  keratitis  were  all  on  the 
same  side.  She  had,  however,  had  gummata  in  her 
tongue  on  both  sides,  and  both  her  tibiae  were  much 
thickened. 


* Polyclinic  Journal,  Jan.,  1901,  p.  26. 
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THE  SCROFULA  OF  INHERITED  SYPHILIS 

It  is  obviously  possible  for  a child  to  inherit  both 
tuberculosis  and  syphilis,  and  for  the  bacillus  of  the 
one  and  the  spirochsete  of  the  other  to  be  present 
together.  Or  a child  having  inherited  syphilis  may 
contract  tuberculosis  in  early  infancy.  To  the  results 
of  such  double  or  coincident  infections  the  term 
scrofula  of  inherited  syphilis  is  applicable.*  Syphilis 
does  not  exclude  tuberculosis,  nor  does  tuberculosis 
exclude  syphilis. 

In  mixed  cases  of  the  kind  referred  to  it  may 
become  exceedingly  difficult  to  assign  to  each  agency 
its  share  in  the  resultant  phenomena.  A tendency  to 
ulceration  and  to  suppurative  inflammations  and  to 
implication  of  the  glandular  system  may  generally  be 
accepted  as  raising  a strong  suspicion  of  tuberculosis, 
whilst  should  the  ulceration  be  extensively  and  rapidly 
destructive — in  any  degree  approaching  to  phagedsena 
— we  may  infer  syphilis  as  its  cause.  The  occurrence 
of  rapid  healing  under  treatment  and  the  production 
of  sound  scars  must  also  be  accepted  as  favouring 
the  diagnosis  of  syphilis.  The  not  very  infrequent 

* It  may  be  taken  as  proved  that  the  tubercle  bacillus  but  rarely 
develops  or  multiplies  during  iutra- uterine  life.  Neither  in  man  nor  iii 
the  lower  animals  have  many  instances  occurred  of  the  recognition  of 
tubercular  products  in  the  bodies  of  the  newly  born.  A few  such  are  on 
record  to  prove  the  possibility,  but  they  do  not  go  much  farther.  Prof. 
McFadyean,  of  the  Veterinary  College,  paid  especial  attention  to  this 
and  offered  a premium  for  calves  born  with  tubercle.  We  are  told  that 
he  obtained  only  four.  It  has  been  hastily  assumed  by  more  than  one 
writer  that  this  is  an  argument  in  disproof  of  parental  transmission,  and 
in  support  of  the  belief  that  the  disease  is  usually  acquired  by  infection 
after  birth.  In  reality  it  implies  nothing  of  the  sort,  for  it  is  well 
established  that  the  limits  of  latency  of  tuberculous  germs  are  very  wide 
indeed.  It  may  be  that  these  germs  wait  for  months  or  for  years  until 
some  exciting  cause  brings  them  into  activity. 
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examples  of  rapid  destruction  of  the  soft  palate  or  of 
the  nose  and  adjacent  parts,  followed  by  a sound  scar, 
are  almost  invariably  due  to  an  active  complication 
with  syphilis,  whilst  not  improbably  they  sometimes 
begin  as  tubercular  inflammations.  Interstitial  kera- 
titis, when  it  occurs  in  tuberculous  subjects,  may  be 
attended  by  ulcerations  of  the  cornea  and  followed  by 
superficial  leucomata.  As  a practical  rule  it  may,  I 
think,  be  said  that  in  almost  all  cases  in  which  the  soft 
palate  has  been  extensively  destroyed,  and  sound  healing 
has  resulted,  the  diagnosis  of  syphilis  may  be  accepted. 

We  must  not  in  these  cases  place  too  much  reliance, 
for  diagnostic  purposes,  upon  the  results  of  specific 
treatment.  Syphilitic  affections  of  this  type  sometimes 
resist  treatment  for  long.  The  measures  which  benefit 
them  often  cure  also  those  which  are  tubercular.  For 
the  latter,  small  doses  of  mercury  in  combination  with 
tonics  and  liberal  diet  are  often  very  useful;  and  as 
local  measures  in  both,  mercury  and  iodoform,  and  the 
liberal  use  of  cauterisation,  are  very  beneficial.  When, 
however,  the  response  to  such  measures  is  prompt 
and  definite,  the  recognition  of  syphilis  is  much 
strengthened. 

Possible  connection  between  syphilis  and 
such  diseases  as  lupus,  scrofula,  and  rickets. 

— The  question  as  to  whether  there  are  any  diseases 
which  are  remotely  connected  with  inherited  taint, 
transmitted  through  several  generations,  is  one  which 
constantly  recurs  for  debate.  The  older  writers  were 
inclined  vaguely  to  refer  almost  all  forms  of  chronic 
disease  of  skin  or  bone  to  inherited  taint,  and  the 
public  is  still  very  suspicious  in  the  same  direction. 
M.  Ricorcl  conjectured  that  common  lupus  was  remotely 
due  to  syphilis,  and  Sir  Erasmus  Wilson  asked,  “ Is 
not  all  struma  syphilis?”  More  recently,  M.  Parrot 
tried  to  prove  that  rickets  is  but  a manifestation  of 
inherited  taint.  It  is  extremely  important  to  arrive  at 
the  truth  in  this  matter.  My  own  conviction  is  that 
whilst  syphilis  can  very  closely  imitate  lupus,  rickets, 
most  of  the  forms  of  scrofula,  and  almost  all  varieties 
of  skin  disease,  yet  all  these  separate  maladies  may 
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and  do  exist  in  their  typical  forms  quite  independently 
of  it.  True  rickets  is  probably  due  to  defective  food 
and  insufficient  exposure  to  sun  and  air.  Common 
lupus  is  part  of  the  domain  of  scrofula,  and  scrofula 
is  due  to  inherited  peculiarities  of  organisation  closely 
connected  with  tuberculosis,  aided  by  a variety  of  in- 
fluences referrible  to  climate,  diet,  etc.,  which  have  been 
brought  to  bear  upon  the  individual.  I believe  it  to 
be  a most  false  supposition  that  a taint  of  syphilis  is 
present  in  most,  or  even  in  any  large  number,  of  Eng- 
lish families.  Yet  we  find  the  diseases  just  mentioned 
developing  themselves  with  great  frequency,  and 
amongst  all  classes.  Everyone  will  admit  that  they 
are  often  met  with  under  circumstances  which  make 
the  question  of  inherited  syphilis  highly  improbable. 
To  those  who  are  inclined  to  give  credence  to  the  sug- 
gestions referred  to,  I would  venture  to  propose  a 
consideration  of  the  following  facts  : — 

1st.  That  rickets  and  scrofula  are  both  of  them 
frequently  met  with  in  the  lower  animals,  and  that 
they  may,  indeed,  be  produced  artificially  under  con- 
ditions which  make  the  influence  of  syphilis  an 
impossible  hypothesis. 

2nd.  That  the  typical  forms  of  these  diseases  are 
constantly  met  with  under  conditions  which  do  not 
give  the  slightest  support  to  the  suggestion  of  syphilis. 

3rd.  That  amongst  those  whom  we  can  now  so  easily 
recognise  as  the  subjects  of  inherited  taint,  we  do  not 
frequently  encounter  such  maladies  as  struma,  scrofula, 
and  rickets. 

4th.  That  when  lupus  is  met  with  in  the  subjects 
of  inherited  taint,  it  is  of  somewhat  different  form,  and 
displays  somewhat  different  tendencies  from  those  which 
we  meet  with  in  its  common,  or  scrofulous,  prototype. 

5th.  That  whilst  we  are  now  able  to  recognise  (by 
teeth,  physiognomy,  etc.)  a large  number  of  those  who 
are  the  subjects  of  inherited  taint,  and  in  the  case 
of  their  marriages  we  have  opportunities  of  examin- 
ing those  who,  if  such  a thing  were  possible,  -would 
display  the  effects  of  inheritance  in  the  third  genera- 
tion, no  evidence  respecting  children  so  born  has  yet 
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been  produced  to  indicate  that  they  are  specially  liable 
to  either  rickets  or  scrofula. 

The  following  narratives  will  illustrate  these 
remarks  : — 

Certain  rare  eases  of  lupus  of  the  pharynx, 
etc.,  whieh  very  elosely  resemble  syphilis. — 

There  are  certain  rare  cases  of  lupus  of  the  mouth  and 
throat  which  it  may  be  exceedingly  difficult  to  distin- 
guish from  syphilis.  An  example  of  this  was  shown  to 
me  many  years  ago  by  Mr.  S.  W.  Sibley.  The  patient, 
a young  lady,  had  her  soft  palate  adherent  to  the 
posterior  pharynx  and  her  uvula  destroyed.  She  had 
also  some  laryngeal  impediment,  probably  due  to  cica- 
trix. Her  hard  palate  was  covered  with  pitted  scars. 
Excepting  possibly  in  the  larynx,  which,  owing  to  the 
narrowing  of  the  pharynx,  could  not  be  seen,  the 
disease  in  the  mouth  was  quite  arrested,  and  the  scars 
were  sound.  Although  the  scars  were  exactly  like 
those  left  by  syphilis,  yet  the  evidence  seemed  to  point 
to  struma  and  lupus.  There  was  a large  patch  of 
common  lupus  on  her  left  cheek,  and  her  right  hand 
had  been  much  damaged  by  the  same  disease.*  The 
patient  showed  no  other  signs  of  syphilis,  nor  was  there 
any  suspicious  history.  I have  seen  several  other  cases 
in  which  lupus  very  closely  simulated  syphilitic  de- 
struction of  soft  palate,  etc. 

The  above  appeared  in  my  first  edition.  In  review- 
ing the  facts  of  Mr.  Sibley’s  case  in  the  light  of 
subsequent  experience,  I am  inclined  to  think  that 
there  must  have  been  a syphilitic  element  in  it;  and 
the  same  remark  applies  to  the  others.  Tubercular 
lupus  of  the  pharynx  but  very  rarely  results  in  sound 
cicatrisation,  whilst  it  is  by  no  means  uncommon  for 
that  which  is  due  to  syphilis  to  do  so.  Probably  it 
was  a mixed  or  partnership  case. 

Ulceration  of  the  palate  in  inherited  syphilis. 
—It  is  a very  important  fact  that,  in  cases  in  which 
the  palate  and  nose  are  attacked,  the  teeth  are  but 
seldom  malformed.  I do  not  know  how  to  explain 
this,  but  of  the  fact  I feel  certain,  and  it  has  often 

* A portrait  has  been  preserved  in  the  Clinical  Museum. 
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caused  great  difficulty  in  diagnosis.  A boy  of  twelve 
was  under  my  care  in  the  London  Hospital  for  a 
perforating  ulcer  in  his  soft  palate.  It  was  almost 
phagedsenic,  and  could  scarcely  have  been  due  to  any- 
thing except  syphilis.  Yet  his  physiognomy  was  good, 
his  teeth  were  perfect,  and  I could  get  no  history 
which  supported  the  suspicion.  Under  iodide  of 
potassium  and  local  cauterisation  the  sore  healed. 
Six  months  later  the  same  boy  came  to  me  at  Moor- 
fields  with  interstitial'  keratitis  of  a characteristic 
form.  I therefore  feel  no  doubt  that  he  was  really 
syphilitic.  I have  seen  a considerable  number  of  cases 
of  destruction  of  the  palate  in  children  in  whom  neither 
teeth  nor  physiognomy  suggested  syphilis.  The  history 
is,  of  course,  often  quite  negative.  I have  formed  an 
impression,  -which  becomes  increasingly  strong  every 
year,  that  it  is  wise  to  treat  such  cases  as  syphilitic, 
that  is,  to  apply  iodoform  and  push  the  iodide.  It 
is  possible  that,  in  a few  cases,  tubercular  lupus  may 
produce  similar  destruction,  but  I much  doubt  if  it  is 
a frequent  event.  If  at  any  stage  there  is  a tendency 
to  phagedsena  the  case  is  almost  certainly  syphilitic. 
If  keratitis  has  occurred,  or  there  arc  evidences  of  past 
choroiditis,  the  diagnosis  is  complete. 

If  the  soft  palate  should  be  perforated , it  is  a very 
strong  fact  in  favour  of  the  diagnosis  of  syphilis. 
Lupus  may  creep  round  the  edge  of  the  palate,  and 
may  destroy  much  tissue,  and  leave  adhesions,  but  it 
does  not  often  produce  perforating  ulcers.  The  most 
important  aid  in  diagnosis  is  the  rate  of  progress. 
Syphilitic  ulceration  spreads  rapidly ; common  lupus 
is  always  very  slow. 

Plia^edicnic  ulceration  ol  the  throat  and 
nose  in  connection  with  inherited  taint;  patient 

hotli  blind  and  deaf.— Mr.  Snell,  of  Victoria  Park, 
sent  to  me,  in  1879,  a patient  whose  case  was  of 
great  interest.  She  wras  deaf,  almost  blind,  and 
had  lost  her  nose  and  the  whole  of  her  palate. 
I think  I never  saw  more  complete  destruction  of 
the  palate.  None  of  it  was  left,  and  the  fangs  of 
the  molar  teeth  were  all  exposed.  The  incisors  had 
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fallen  out.  The  teeth  which  remained  were  perfect 
as  to  form  and  state  of  enamel,  but  it  is  to  be  noted 
that  the  patient  had  lost  her  characteristic  ones.  She 
had  had  extensive  iridectomies  done  at  Moorfields  on 
account  of  corneal  opacities.  We  may  take  it  as  cer- 
tain, from  this  combination  of  lesions,  that  she  was  the 
subject  of  inherited  syphilis,  and  her  mother  corrobor- 
ated this  diagnosis  by  telling  us  that  in  infancy  she 
was  very  delicate  and  “snuffled  for  a long  time.”  My 
chief  reason  for  publishing  this  case  is  in  order  to 
enforce  the  distinction  between  phagedaenic  syphilis 
and  lupus.  The  tip  and  alse  of  the  girl’s  nose  were 
destroyed,  and  the  nostrils  exposed,  and  some  might 
be  inclined  to  suggest  that  it  was  the  work  of  lupus. 
But  we  must  observe  that  the  scar  left  was  white  and 
sound,  that  there  were  no  tubercles  near  it,  and  that 
the  process  of  destruction  was  at  an  end.  Had  it  been 
common  lupus  we  should  not  have  seen  such  perfect 
repair,  for,  in  spite  of  the  best  treatment,  lupus  almost 
always  tends  to  relapse,  and  very  seldom  leaves  a white 
scar.  Next  we  must  note  also  that  the  destruction  had 
been  very  extensive.  The  whole  nose,  alae,  turbinated 
bones,  vomer,  and  hard  palate  were  gone — a condition 
common  enough  in  syphilis,  but  very  rare  in  lupus. 
The  latter  is  a disease  of  skin  and  mucous  membrane, 
and  rarely  goes  deeper  than  these  tissues. 

It  is  of  great  importance  to  make  the  diagnosis 
between  phagedsena  of  the  nose  and  lupus,  for  the 
treatment  of  the  two  is  quite  different.  If  in  phage- 
dsena  we  miss  the  proper  measures  at  the  right  time, 
the  patient  will  inevitably  lose  the  nose,  for  the 
destruction  is  very  rapid  and  shows  no  tendency  to 
spontaneous  arrest.  It  will  destroy  as  much  in  weeks 
as  lupus  can  in  years.  The  treatment  is,  to  apply 
iodoform,  and,  if  necessary,  use  freely  the  acid  nitrate 
of  mercury,  and  to  give  iodide  of  potassium.  If 
this  be  done  the  cure  is  quickly  effected.  No  case 
ought  to  get  worse  after  the  surgeon  has  been  con- 
sulted. The  subjects  of  this  form  of  destructively 
spreading  syphilis,  which  looks  like  lupus,  are  usually 
young  persons  about  the  age  of  puberty,  and  often 
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girls.  It  commonly  happens,  as  already  stated,  that 
they  do  not  show  typical  teeth.  Destruction  of  the 
palate  often  occurs  at  the  same  time,  for  all  phagedsenic 
action  is  contagious  in  the  patient’s  tissues,  and  tends 
to  spread. 

Case  illustrating  the  diagnosis  between  con- 
genital syphilis  and  rickets. — A little  girl,  D.  , 

aged  two  years  and  a quarter,  was  brought  to  me 
by  a mother  who  appeared  to  be  in  good  health.  I 
was  told  that  her  father  also  was  in  good  health. 
The  child  had  been  born  soon  after  marriage,  and  had 
appeared  to  be  quite  healthy  at  birth,  and  for  a year 
afterwards,  with  the  single  exception  that  she  had 
snuffled  somewhat.  She  was  nursed  at  the  breast  for 
three  months.  At  the  age  of  fourteen  months  she  had 
a little  eruption  on  the  face,  and  subsequently  “ an 
attack  of  German  measles.”  During  the  last  month 
for  the  first  time  she  had  shown  small  condylomata  at 
the  anus  and  on  the  vulva.  She  was  late  in  develop- 
ment, and  scarcely  yet  able  to  walk.  There  was  no 
doubt  that  she  was  in  a mild  degree  rickety.  She 
had  always  sweated  much,  and  especially  on  the  head. 
All  her  front  teeth  had  “rotted  away.”  Her  head 
had  lumpy  projections  on  the  frontal  and  parietal 
eminences.  She  had  been  vaccinated  from  the  calf. 

It  will  be  seen  that  we  have  here  several  conditions 
requiring  careful  interpretation.  The  condylomata 
were,  I think,  conclusive  indications  of  syphilis,  and 
their  presence  helps  us  to  believe  that  the  nodosities 
on  the  skull  bones  were  also  syphilitic  and  not  from 
rickets.  It  is  to  be  noted  that  the  condylomata  showed 
themselves  late.  The  absence  of  history,  and  the  ap- 
parently good  health  of  the  parents,  are  facts  which 
must  not  be  allowed  much  weight.  If  the  condylomata 
had  never  occurred,  the  case  might,  however,  have 
easily  been  considered  as  one  of  rickets  only,  and  the 
skull  peculiarities  might  have  been  claimed  as  belong- 
ing to  that  malady. 

The  rotting  away  of  the  front  teeth  may,  I think, 
be  trusted  to  a certain  extent  as  a symptom  of  syphilis. 
It  is  at  any  rate  common  in  syphilitic  children,  and  it 
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is  rare  in  rickets.  It  may  be  plausibly  suspected  that 
it  is  sometimes  caused  by  mercury,  administered  to  the 
mother  during  pregnancy. 

Deformities  at  llie  elbow -joint,  due  to  syphi- 
litic inflammation  at  the  lower  humeral  epi- 
physis.— Inflammations  about  the  ends  of  the  long 
bones  are  well  recognised  as  occurring  during  the  in- 
fantile stage  of  inherited  syphilis.  The  lower  end  of 
the  humerus  is  the  bone  most  frequently  affected,  but 
the  wrist,  shoulder,  and  knee  may  be  attacked,  and 
probably  no  joint  is  exempt.  Very  usually  only  one,  or 
at  most  two  joints  suffer  at  the  same  time.  As  the 
affected  epiphyses  and  bones  are  in  an  early  period 
of  growth,  very  considerable  deformation  of  the  parts 
may  result  and  may  become  conspicuous  in  later  life. 
In  the  elbow  the  condyles  of  the  humerus  may  appear 
to  be  much  widened,  or  the  head  of  the  radius  may  be 
displaced.  Many  years  ago  I had  under  care  in  the 
London  Hospital  a girl  of  about  six,  who  had  large 
nodes  on  both  her  femora,  and  was  unquestionably 
the  subject  of  inherited  syphilis.  The  form  of  her 
elbows  was  altered  in  such  a way  that  the  end  of 
the  radius  was  displaced  upwards  upon  the  external 
condyle  and  a traumatic  dislocation  was  closely  simu- 
lated. We  were,  at  the  time,  doubtful  whether  or  not 
it  was  a congenital  condition,  but  I was  more  inclined 
to  refer  it  to  the  influences  mentioned,  and  to  think 
that  the  radius  was  overgrown.  Some  facts  subsequently 
supplied  to  me  by  Mr.  W.  E.  Hacon,  of  Upper  Hol- 
loway, in  connection  with  a similar  case  which  we  saw 
together,  gave  support  to  this  opinion.  Mr.  Hacon’s 
patient  was  a girl  of  fourteen,  the  subject  of  specific 
disease,  who  had  formerly  suffered  from  keratitis  and 
multiple  nodes.  One  elbow  looked  exactly  as  if  the 
radius  were  dislocated  forwards,  but,  on  more  careful 
examination,  it  was  certain  there  was  no  dislocation 
and  that  the  deformity  was  owing  to  flattening  back- 
wards of  the  external  ’condyle.  There  was  such  an 
alteration  in  form  of  the  lower  epiphysis  that  in 
measuring  across  the  back  of  the  joint,  from  one  con- 
dyle to  the  other,  there  was  a difference  of  nearly  an 
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inch  in  favour  of  the  affected  side.  Thus  the  external 
condyle  projected  much  more  than  the  internal  one 
(contrary,  of  course,  to  what  is  normal). 

Mr.  Hacon  told  me  that  he  had  seen  two  somewhat 
similar  cases.  My  note  taken  at  the  time  states  : 
“ These  curious  deformities  are  probably  due  to  over- 
growth of  some  parts  of  the  epiphysis  itself,  just  as  we 
get  overgrowth  of  long  bones,  under  similar  circum- 
stances, as  the  result  of  lasting  syphilitic  inflamma- 
tion. ” 

Sometimes,  however,  there  may  be  destruction  of  the 
epiphysis  and  much  greater  deformity,  as  in  the  case 
recorded  below. 

In  this  instance  the  elbow  was  much  deformed,  the 
bones  of  the  forearm  being  displaced  upwards  in  front 
of  the  shaft  of  the  humerus.  The  condyles  of  the 
latter  were  wholly  wanting,  and  the  extremity  of  the 
shaft  projected  sharply  under  a thin  but  sound  scar. 
This  scar  extended  for  a considerable  distance  above 
and  below  what  remained  of  the  joint. 

There  was  no  history  of  any  injury.  The  statement 
was  that  disease  had  occurred  in  the  joint  at  the  age  of 
ten  or  eleven ; that  portions  of  bone  came  away ; that 
the  limb  was  in  splints  for  a year ; that  amputation 
was  proposed,  and  was  only  averted  by  a consultation 
with  Sir  James  Paget.  The  ulceration  of  the  skin  must 
have  been  of  a lupoid  character  and  very  extensive,  to 
have  left  so  large  a scar  and  one  so  abruptly  margined. 
The  question  is,  Was  the  disease  struma  or  congenital 

syphilis?  and  it  is  one  not  easy  to  answer.  Miss  

was  now  forty  years  of  age,  and  she  came  attended  by  a 
sister  two  years  older  than  herself. 

Both  sisters  bore  traces  of  having  suffered  severely 
from  symmetrical  attacks  of  keratitis.  The  conditions, 
although  suspicious,  were,  however,  not  quite  charac- 
teristic, and  were  such  as  might  possibly  have  been 
caused  by  ulceration.  Neither  of  the  sisters  had  a 
characteristic  physiognomy,  and  both  had  lost  their 
upper  front  teeth  and  were  wearing  artificial  ones. 
Both  of  them  were  deaf,  the  younger  one  very  much 
so,  but  then  there  was  the  history  of  otorrhcea  after 
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scarlet  fever.  They  had  lost  their  parents,  and  no 
history  of  infancy  was  obtainable.  Their  two  younger 
sisters  had  both  died  of  pulmonary  phthisis.  The 
younger  of  these  two  suffered  from  ozsena,  and  her  soft 
palate  on  the  right  side  was  adherent  to  the  posterior 
pharynx,  evidently  as  the  result  of  ulceration.  Thus 
there  were  a number  of  items  of  evidence  which,  taken 
together,  make  it  very  probable  that  the  disease  of  the 
elbow  was  really  due  in  chief  to  inherited  taint. 

An  instance  of  absence  of  most  of  the  usual 
signs  of  inherited  syphilis. — A young  woman,  aged 
twenty-two,  who  was  one  day  brought  to  the  Polyclinic 
by  Dr.  Isaacs,  showed  in  her  physiognomy  not  the 
slightest  evidence  of  inherited  taint.  She  had  white 
teeth  with  good  enamel,  and  all  of  perfect  form, 
excepting  The  two  upper  central  incisors.  These  latter 
were  short,  defective  at  their  edges,  and  showed  broad 
notches.  She  was  a well-grown  woman  of  rather  hand- 
some features,  although  very  pale.  Dr.  Isaacs  gave 
the  history  that  he  had  treated  her  for  a severe  attack 
of  interstitial  keratitis  about  four  years  ago,  and, 
although  it  had  passed  off  very  satisfactorily,  her 
pupils  remained  motionless.  The  right  was  somewhat 
irregular  at  its  margin,  and  much  larger  than  the 
other.  Nothing  was  known  as  to  family  history  beyond 
the  fact  that  she  was  an  only  child,  and  that  her  father 
had  led  “ a fast  life.” 

I asked  attention,  when  this  patient  was  before  us, 
to  the  sound  enamel  of  her  teeth,  and  to  the  absence  of 
any  peculiarities  in  physiognomy,  and  said  that,  in  all 
probability,  there  had  been  no  infantile  symptoms,  and 
that  no  mercury  had  been  given ; yet  the  attack  of 
keratitis,  and  the  malformation  of  the  upper  central 
incisors,  made  it  certain  that  she  was  the  subject  of 
inherited  taint.  I also  drew  attention  to  the  fact  that 
the  diagnosis  might  easily  have  been  missed.  The 
teeth  and  the  keratitis  supported  each  other,  but  in  the 
absence  of  either  the  case  might  have  been  deemed  to 
prove  that  the  one  wdiich  was  alone  present  was  inde- 
pendent of  taint. 

The  patient  had  been  brought  for  consultation  on 
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account  of  attacks  of  pain  to  which  she  was  liable 
in  her  face  and  other  parts.  There  was  a history  of 
inflamed  knees  at  the  date  of  her  keratitis,  and  she 
still  had  pains  in  her  legs.  There  was  no  proof  of 
periostitis  in  any  bones,  and  the  character  of  the 
pains,  taken  with  the  motionless  pupils,  suggested 
suspicion  as  to  tabes.  Her  patellar  reflexes  were,  how- 
ever, quite  good.  I mentioned  that  the  pupils  were 
often  left  very  sluggish  after  severe  attacks  of  kera- 
titis and  long-continued  use  of  atropine.  There  were 
also  present  a few  iritic  adhesions. 

Epiphysitis  in  infancy;  arrested  growth  ot 

radius. — Mr.  and  Mrs.  suffered  from  syphilis 

together,  and  rather  severely.  Both  were  treated  with 
mercury,  but  I believe  not  for  long. 

Their  first  infant,  born  in  May,  1880,  died. 

Secunda,  born  in  1881,  was  brought  to  me  when 
fourteen  weeks  old.  She  had  bad  snuffles,  and  was 
covered  with  a dusky  papular  eruption.  These  symp- 
toms had  begun  at  six  weeks  old.  She  had  also  swell- 
ing and  pain  about  the  left  wrrist,  and  it  is  on  account 
of  this  symptom  that  I mention  the  case.  Six  or  eight 
months  later  I saw  her  again.  She  was  still  a very 
small  child,  but  had  got  rid  of  all  symptoms  excepting 
enlargement  of  the  lower  end  of  the  radius,  which  was 
still  considerable.  It  appeared  that  the  growth  of  the 
radius  had  been  arrested,  for  the  overgrowth  of  the 
ulna  was  pushing  the  carpus  over  to  the  radial  side. 
I was  told  that  there  had  been  nodes  on  the  skull,  but 
these  had  now  disappeared. 

CrlaiMl  disease  not  common  in  tlic  subjects  of 
inherited  syphilis. — The  absence  of  tendency  to  gland 
disease  in  the  subjects  of  inherited  syphilis  is  remark- 
able. My  note-books  do  not  furnish  me  with  more  than 
a very  few  examples,  and  even  these  are  not  marked 
ones.  I do  not  think  that  I have  ever  seen  a case 
approaching  to  typical  lymphadenoma  or  generalised 
affection  of  the  lymphatic  system  in  any  subject  of 
either  inherited  or  acquired  syphilis. 


CHAPTER  XLVIII 


NERVOUS  DISORDERS  IN  CONNECTION  WITH 
INHERITED  SYPHILIS 

In  my  address  introductory  to  the  Discussion  on 
Syphilis,  at  the  Pathological  Society,  in  1876,  I men- 
tioned, as  amongst  the  features  of  difference  between 
acquired  and  inherited  syphilis,  that  diseases  of  the 
nervous  system  were  rare  in  the  latter.  This  subject 
has,  since  then,  received  much  attention.  Dr.  Hugh- 
lings  Jackson,*  as  was  fitting,  led  the  way  in  a 
valuable  paper  read  before  the  St.  Andrews  Under- 
graduates’ Association,  in  1868,  in  which  he  recorded 
examples  of  epilepsy,  hemiplegia,  idiocy,  and  other 
affections  occurring  in  the  subjects  of  inherited  taint. 
Sir  Thomas  Barlow  also  published  cases,  and  proved  to 
us  that  disease  of  the  arteries' of  the  brain  from  syphi- 
lis might  occur  even  in  young  children.  The  zealous 
investigations  of  observers  such  as  those  whom  I have 
mentioned,  and  many  others,  have,  however,  not  re- 
sulted in  showing  that  any  large  number  of  cases  of 
central  brain  disease  occur  in  this  association.  Almost 
all  the  variety  of  affections  which  we  see  in  con- 
nection with  acquired  syphilis,  may  be  met  with  oc- 
casionally in  those  who  have  inherited  it,  and  in 
association  with  similar  lesions.  We  may  have  menin- 
gitis, neuritis,  and  diseases  of  vessels  with  all  their 
varieties  of  consequence,  but  they  are  far  more  rare 
than  in  the  subjects  of  acquired  disease.  Nor  are  we 
justified,  in  all  the  examples  of  such  maladies  as  epi- 
lepsy and  chorea,  even  when  we  meet  with  them  in  those 

* See  “ Disease  of  the  Nervous  System  in  Patients  the  Subjects  of 
Inherited  Syphilis,”  Trans.  St.  And.  Med.  Grad.  Assoc.,  vol.  i. , 1868. 
“ Nervous  Symptoms  in  Cases  of  Congenital  Syphilis,”  Journ.  Mental 
Science,  Jan.,  1875. 
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who  are  unquestionably  hereditarily  syphilitic,  in  be- 
lieving that  they  are  necessarily  in  any  kind  of  causal 
relation  with  that  taint.  I have  Dr.  Hughlings  Jack- 
son's  authority  in  this  matter.  He  tells  us  that  under 
such  circumstances  he  has  repeatedly  met  with  these 
maladies  presenting  no  features  of  difference  from 
their  non-specific  prototypes,  and  advantaged  by  the 
ordinary  measures.  Respecting  epilepsy,  it  is,  he 
thinks,  only  wrhen  it  assumes  the  unilateral  character 
(Jacksonian  epilepsy),  and  is  therefore  presumably 
due  to  a local  and  cortical  lesion,  that  we  are  justified 
in  suspecting  that  it  may  be  due  to  syphilitic  changes. 

The  large  group  of  nervous  affections  attended  by 
neuritis  and  sclerosis,  which  we  encounter  in  the  late 
stages  of  tertiary  syphilis  of  the  acquired  form,  appears 
to  be  fully  represented  in  the  subjects  of  inherited 
disease,  but  the  examples  are  very  infrequent.  A few 
cases  of  locomotor  ataxy  have  been  recorded  as  occur- 
ring in  such  association.*  I have  not  myself  seen 
many,  and  I have  met  with  exceedingly  few  of  those 
paralyses  of  single  ocular  nerves  which  are  so  common 
in  acquired  disease.  Both  hemiplegia  and  paraplegia 
are  also  of  extremest  rarity  in  such  association.  It 
may  be  plausibly  objected  that  the  number  of  the  sub- 
jects of  inherited  taint  who  survive  to  adult  life  is 
far  smaller  than  that  of  those  who  have  passed  through 
the  acquired  disease ; and  also  that  we  but  rarely  trace 
them  up  to  that  period  of  life  at  which  ataxy  usually 
occurs.  These  suggestions  may  be  adequate  to  a cer- 
tain extent,  but  do  not,  I think,  explain  the  whole. 
I cannot  but  believe  that  it  remains  a very  remark- 
able fact  that  inherited  syphilis  does  not  appear 
to  damage  the  tissues,  or  to  leave  them  permanently 
vulnerable,  in  the  way  that  the  acquired  disease  so 
frequently  does.  In  a word,  true  tertiaries — that  is, 
non-symmetrical,  serpiginous  and  aggressive  affections 
— are  rare  in  congenital  syphilis.  It  might  almost  be 
asserted  that  no  chronic  skin  diseases  are  attributable 

* An  excellent  account  of  what  is  known  as  to  the  tabes  of  inherited 
syphilis  will  he  found  in  Dr.  .James  Taylor’s  Work  on  “Nervous  Diseases 
of  Childhood.” 
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to  it.  If  any  such  should  appear  to  occur  in  this  con- 
nection, they  should  excite  suspicion  that  the  disease 
was  of  post-natal  origin.  Not  only  do  we  seldom  en- 
counter disorders  of  the  nervous  system,  but  palmar 
psoriasis,  chronic  affections  of  the  tongue,  sarcocele  and 
gummata  of  the  viscera,  are  all  alike  rare.  Except- 
ing in  the  infantile  period,  congenital  syphilis  rarely 
shortens  life.  It  does  not  often,  in  any  special  manner, 
predispose  to  any  serious  form  of  disease. 

I have  left  the  preceding  statements  much  as  they 
occurred  in  my  first  edition.  Subsequent  research  has, 
it  must  be  admitted,  much  extended  our  knowledge 
of  the  influence  of  inherited  taint  in  predisposing  to 
disease  of  the  nervous  system.  It  has,  however,  rather 
given  precision  to  what  was  conjectured  than  caused 
us  to  believe  that  to  be  common  which  we  formerly 
thought  to  be  rare.  We  now  accept,  as  well  established, 
a form  of  tabes,  and  one  of  general  paralysis  with 
imbecility,  as  occurring  in  connection  with  syphilis 
in  children,  and  as  being  in  almost  all  respects  similar 
to  the  like  maladies  in  adults.  We  know  also  that  a 
form  of  meningitis,  attended  by  cell  effusion  into  the 
perivascular  spaces  and  spreading  infectively  in  the 
pia  mater,  with  the  result  of  thickening  and  adhesions 
of  the  membranes,  is  an  occasional  pathological  con- 
dition in  connection  with  this  taint.  When  this  affects 
the  ependyma,  hydrocephalus  may  follow,  and  when 
the  cerebral  convolutions  are  more  especially  involved, 
not  only  may  there  occur  symptoms  of  irritation,  but 
there  is  much  risk  of  secondary  atrophy  and  loss  of 
function. 

It  is  not  improbable  that  a certain  number  of 
patients  are  threatened  with  these  maladies,  and  subse- 
quently recover,  either  under  specific  treatment  or  even 
without  it.  It  is  chiefly  the  worst  and  most  aggres- 
sive cases  which  finally  come  under  the  observation  of 
our  specialists.  In  all  cases  in  which  children  are 
known  to  be  the  subjects  of  taint,  careful  watch  should 
be  maintained,  and  if  any  departures  from  health  are 
observed,  mercury  should  be  commenced  and  its  use 
long  maintained.  It  has  been  well  pointed  out  by 
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Fournier  that,  whilst  we  have  for  long  insisted  on 
prolonged  courses  in  acquired  syphilis,  we  are  for  the 
most  part,  in  the  case  of  infants,  content  to  see  the 
symptoms  disappear,  and  the  suggestion  is  made  that  a 
change  in  this  respect  is  desirable.  A valid  objection 
to  prolonged  courses  in  early  infancy  is  that  they 
will  certainly  damage  the  enamel  of  the  permanent 
teeth.  If,  however,  at  any  age,  cerebral  symptoms  are 
threatened,  there  certainly  ought  to  be  no  scruple  on 
this  score. 

Fusiform  neuritis  iu  connection  with  in- 
herited syphilis. — I find,  published  by  Dr.  J.  A. 
Ormerod,  in  the  Pathological  Transactions , the  case  of  a 
woman  of  twenty-three,  who  was  the  subject  of  inherited 
syphilis.  The  peculiar  feature  of  her  case,  and  one 
I think  almost  unique  in  connection  with  that  cause, 
was  the  existence  of  a fusiform  enlargement  of  the  left 
median  nerve  in  the  middle  of  the  upper  arm.  The 
tumour  was  tender  on  pressure.  It  had  been  present 
for  nearly  three  years,  and  was  attended  by  motor 
paralysis,  wasting,  and  anaesthesia. 

Paralysis  of  cranial  nerves  iu  a case  of  in- 
herited syphilis. — Mr.  Nettleship  brought  before  the 
Pathological  Society,  in  1881,  a girl,  aged  fourteen,  in 
whom  the  teeth  and  the  previous  occurrence  of  keratitis 
made  the  diagnosis  of  inherited  syphilis  certain.  She 
had  paralysis  of  the  third,  fifth,  and  sixth  nerves,  the 
condition  having  existed  for  four  years.  The  anaes- 
thesia was  incomplete,  as  was  also  the  motor  paralysis 
of  several  of  the  recti.  It  did  not  appear  that  the 
disease  was  aggressive. 

Ophthalmoplegia  externa  iu  connection  with 
inherited  syphilis. — I do  not  recollect  more  than  two 
instances  in  which  I have  observed  ophthalmoplegia 
externa  as  a result  of  congenital  syphilis. 

One  of  these  occurred  in  a woman  whose  case  I 
shall  relate,  in  whom  it  was  quite  possible  that  there 
was  acquired  taint  as  well,  but  in  the  other  there 
was  no  suspicion  of  this.  The  following  is  a brief 
abstract  of  the  second  of  these  cases.  The  patient 
was  aged  sixteen  when  I saw  him.  Both  his  eye- 
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balls  were  almost  fixed,  and  the  upper  lids  drooped. 
By  effort  he  could,  however,  lift  the  lids,  so  as  to 
expose  almost  the  whole  of  the  cornea.  All  the  recti 
muscles  were  involved  in  paralysis  on  both  sides,  but 
on  both  the  external  rectus  suffered  rather  less  than 
its  fellows.  He  was  quite  blind,  with  white  atrophy 
of  the  optic  nerves,  his  sight  having  failed  at  the 
age  of  thirteen.  He  had  characteristic  teeth.  An  elder 
brother,  who  came  with  him,  showed  no  signs  of  in- 
herited taint.  During  the  progress  of  the  ophthalmo- 
plegia, which  had  been  gradual,  he  had  been  under 
the  care  of  Dr.  Liebreich,  Mr.  Bader,  and  Dr.  Hugh- 
lings  Jackson.  There  were  no  indications  of  aggres- 
sive nervous  disease.  The  lad  was  intelligent,  and, 
although  without  sight,  was  able  to  travel  alone  by 
omnibus  to  his  classes  at  the  blind  school. 

Atrophy  of  the  optic  nerve,  secondary  probably  to 
neuritis,  is  an  occasional  concomitant  of  ophthalmo- 
plegia externa.  It  is  of  bad  omen,  as  indicating  the 
probability  that  the  disease  is  likely  to  involve  other 
parts  of  the  nervous  system. 

Dr.  Byrom  Bramwell  has  published,  with  a por- 
trait, an  excellent  illustration  of  ophthalmoplegia 
externa  with  ptosis  in  inherited  syphilis.  In  it 
recovery  ensued. 

Illustrations  of  epilepsy  and  headache  in  association  with 
hereditary  syphilis.  —A  girl,*  aged  eleven,  who  had  characteristic 
teeth  and  physiognomy,  suffered  from  double  keratitis  and 
symmetrical  synovitis  of  the  knees.  She  was  deaf,  and  liable 
to  severe  headaches  and  epilepsy.  Her  first  set  of  teeth  had, 
it  was  stated,  all  fallen  out  at  three  years  old,  and  she  was  for 
three  years  toothless  before  the  others  came.  (Under  my  own 
care.) 

A boy,f  aged  fourteen,  under  the  care  of  Dr.  Brown- 
Sequard,  had  characteristic  teeth  and  keratitis.  At  the  age 
of  four  he  had  epilepsy,  followed  by  right  hemiplegia.  He 
became  partially  idiotic,  and  had  repeated  attacks  of  epilepsy. 

A lad,  aged  nineteen,  under  my  own  care,  had  characteristic 
teeth  and  physiognomy.  He  became  liable  to  epilepsy  at  eleven, 
the  attacks  being  attended  by  spasms  in  the  muscles  of  the  left 
limbs.  These  painful  spasms  always  preceded  loss  of  conscious- 

* London  Hospital  Reports , vol.  i.  p.  387. 

+ Recorded  by  Hughlings  Jackson,  Med,  Times , June,  1861,  p.  651. 
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ness,  indeed  tlie  latter  was  often  omitted.  He  had  had  double 
keratitis  at  the  age  of  eighteen. 

Nerve  disorders  in  hereditary  syphilis. — Dr.  Hughlings  Jack- 
son  has  recorded  the  following  remarkable  history  of  a family : 

Prima  (set.  eighteen)  had  good  teeth  and  good  health,  but 
there  were  extensive  adhesions  in  both  pupils,  and  scars  at 
angles  of  mouth. 

Secunda  (set.  fifteen)  was  delicate,  had  typical  teeth,  partial 
blindness,  and  a slight  degree  of  right  hemiplegia.  There 
were  films  in  the  vitreous  and  the  optic  discs  were  pale.  Sub- 
sequently the  left  leg  became  weak  also. 

Tcrtia  (set.  twelve)  had  typical  teeth,  had  been  always  ailing, 
and  was  nearly  blind  in  the  left  eye.  Vitreous,  etc.,  as  in 
secunda. 

Qucirtus  (set.  eight)  had  had  fits,  was  quite  blind,  paraplegic, 
and  partially  idiotic.  There  were  shreds  in  each  vitreous,  and 
the  discs  were  dirty  white.  His  test  teeth  were  not  up. 

Quintus  (set.  two  and  a half)  was  rickety,  but  nothing  more. 

Dr.  Jackson  suggests  that  probably  in  some  of  these  cases 
the  pia  mater  was  affected. 

Hemiplegia,  prol»al>ly  from  arterial  disease, 
ia  a young  child ; epilepsy  two  years  later; 
chronic  ctioroido-rctiiiitis. — As  already  noted,  it  is 
not  common  to  have  indications  of  arterial  disease  (or 
the  occurrence  of  cerebral  paralysis,  presumably  in 
such  connection)  in  cases  of  inherited  syphilis.  Sir 
Thomas  Barlow  and  others  have,  however,  proved  that 
the  arteries  are  occasionally  affected  even  in  young 
children.  In  the  following  case  the  cerebral  attack 
was  similar  to  those  which  we  so  frequently  witness 
in  cases  of  acquired  disease. 

Ifiie  patient  (who  was  sent  to  me  by  Dr.  Mitchell  Clarke, 
of  Bristol)  was  a little  girl  of  five  years  of  age,  whose  mother 
had  died  of  constitutional  syphilis.  She  was  of  decidedly  feeble 
intellect,  but  could  talk  well.  Her  head  was  large.  Her  sight 
was  somewhat  defective,  and  the  optic  discs  were  pale  and 
waxy,  there  being  extensive  changes  consequent  on  choroido- 
retinitis,  and  much  resembling  those  of  retinitis  pigmentosa. 
The  history  was,  that  at  the  age  of  three  she  had  suffered  an 
attack  of  paralysis  (right  hemiplegia).  Nine  weeks  before  this 
occurred  she  had  had  a fall,  as  her  nurse  thought,  in  conse- 
quence of  an  attack  of  giddiness.  A four  days’  illness,  with 
sickness,  etc.,  and  restless  nights,  had  preceded  the  hemiplegia. 
Then,  suddenly  one  morning,  her  nurse  found  the  left  limbs 
paralysed,  and  they  had  never  recovered.  The  wrist,  fingers. 
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and  elbow  were  kept  Hexed,  and  moved  stiffly,  like  those  of  a 
wooden  doll.  The  right  lower  extremity  had  become  somewhat 
weak  also,  but  the  upper  one  remained  quite  free.  The  left 
side  of  her  face  was  involved  in  paralysis  as  well  as  the  limbs. 
Two  years  after  the  attack  of  hemiplegia  she  had  another  fit, 
and  was  unconscious  for  thirty-eight  hours.  It  was  attended 
by  convulsions,  and  for  ten  days  afterwards  she  did  not  know 
her  attendants.  This  fit,  however,  left  no  paralysis,  and 
would  appear  to  have  been  of  the  nature  of  epilepsy. 

in  a yoim^  woman  who  liad 
suffered  severely  from  congenital  syphilis. — Dr. 

Turner  sent  me  a young  woman,  of  about  nineteen, 
who  had  lost  part  of  her  nose,  all  her  front  upper 
teeth,  and  her  soft  palate,  and  who  was  deaf  and  had 
clouded  cornese.  Her  mother  was  known  to  have  had 
syphilis,  and  there  could  not  be  the  least  doubt  that 
she  had  herself  suffered  very  severely  from  inherited 
taint.  It  was  alleged  that  she  had  had  no  symptoms 
until  she  was  eleven. 

The  chief  interest  of  her  case  lay  in  the  fact  that 
she  had  recently  had  a sort  of  fit,  which  had  left  her 
with  hemiplegia  of  the  right  limbs.  The  hemiplegia 
was  already  passing  off. 


Case  of  defective  brain,  with  atrophy  of  optic  discs  and  chronic 
choroido-retinitis  in  association  with  inherited  syphilis  ; tabes  and 
general  paralysis  threatened. — A young  man  who  was  sent  to 
me  by  the  late  Dr.  Barnes,  of  Ewell,  afforded  an  excellent 
example  of  the  slighter  form  of  mental  defect  sometimes  met 
with  in  connection  with  inherited  syphilis.  There  could 
be  little  doubt  that  there  had  been  in  infancy  a temporary 
condition  of  meningitis  attended  by  optic  neuritis.  The  lad 
was  brought  to  me  on  account  of  defective  sight,  and  in 
the  hope  that  he  might  be  helped  by  spectacles.  I found 
that  bis  pupils  were  of  unequal  size  and  not  very  active, 
and  that  he  could  see  only  f£.  He  was  seventeen  years  old. 
He  had  a pair  of  typical  teeth  and  a physiognomy  which  was 
fairly  characteristic.  There  was  no  history  of  any  illness  that 
he  coiild  remember,  but  he  had  been  told  that  he  was  ailing 
in  infancy.  He  was  the  eldest  of  his  family,  one  older  than 
himself  having  died  young.  His  father  had  died,  after  a four 
years’  illness,  of  “softening  of  the  brain.”  Long  before  his 
last  illness  he  had  suffered  from  “headaches,  which  made  him 
eccentric  and  of  unbearable  temper.”  It  may  be  conjectured 
that  the  so-called  softening  was  really  due  to  slowly  aggressive 
syphilitic  changes.  I found  in  the  son  both  optic  discs  very 
pale  and  their  margins  indistinct.  The  central  vessels  were 
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not  in  the  least  concealed,  nor  were  they  much,  diminished. 
Near  to  the  disc  were  some  groups  of  faintly-marked  minute 
pale  dots  in  the  choroid.  None  of  these  had  any  pigment 
at  their  edges.  In  the  extreme  periphery  of  both  eyes  were 
ill-defined  patches  of  similar  dots,  and  after  considerable  search 
I found  a few  lines  of  black  pigment  in  the  retina.  There 
were  no  large  patches  of  absorption  in  the  choroid,  and  the 
changes  were  altogether  very  inconspicuous.  Still,  there  could 
be  no  doubt  that  he  had  experienced  an  attack  of  neuro- 
retinitis, and  that  slight  changes  were  now  in  progress  in  the 
direction  of  retinitis  pigmentosa.  It  should  be  stated  that 
it  had  been  observed  that  he  could  not  see  well  by  artificial 
light,  and  that  his  pupils  dilated  but  little  under  the  use  of 
atropine.  As  yet  no  attack  of  keratitis  had  been  experienced. 
Nor  was  there  any  deafness.  As  regards  his  brain  condition, 
the  lad  was  so  nervous  that  I could  scarcely  get  him  to  speak 
to  me,  or  to  read  the  test-types.  A friend  who  came  with  him 
told  me  that  he  was  decidedly  defective  in  intellect  and  much 
behind  other  boys  of  his  age.  It  was  believed  that  his  sight 
was  slowly  getting  worse. 

Idiocy  and  juvenile  dementia  in  connection 
with  inherited  syphilis. — It  has  been  a matter  of 
general  remark  amongst  authorities  on  this  subject 
that  well-marked  examples  of  inherited  syphilis  are  by 
no  means  frequent  in  our  idiot  asylums.  Forty  years 
ago  my  late  highly-valued  friend,  Dr.  Daniel  Hack 
Tuke,  persuaded  me  to  visit  with  him  the  Earlswood 
Asylum  with  special  reference  to  this  point.  The  re- 
sult was  that  we  found  only  a very  few  who  could  be 
reasonably  suspected  of  being  syphilitic.  Dr.  Langdon 
Down,  who  was  at  that  time  the  superintendent  of  the 
institution,  subsequently,  from  more  extended  investi- 
gations, recorded  a similar  opinion  ; and  ar  few  years 
later  still,  in  conversation,  this  high  authority  told  me 
that  he  had  seen  no  reason  to  alter  his  belief.  In  the 
British  Medical  Journal  of  January  30th,  Dr.  Shuttle- 
worth,*  of  the  Lancaster  Asylum,  in  a lecture  upon 
the  Causes  of  Idiocy,  upholds  the  same  view,  stating 
that  he  had  not  one  patient  under  care  in  whom 
syphilis  could  be  suspected,  and  adding  that  character- 

* Dr.  Shuttleworth  has  since  published  some  valuable  additional 
facts  on  the  subject.  In  1877,  Dr.  (Houston  described  under  the  name 
of  “ developmental  general  paralysis  ” cases  which  are  now  recognised  as 
general  paralysis  with  dementia  and  as  being  certainly  due  to  inherited 
syphilis.  (See,  further,  page  494.) 
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istic  teeth  are  rare  in  idiot  asylums.  Dr.  Judson 
Bury,  in  an  excellent  paper  in  Brain , of  April,  1883, 
maintains  a somewhat  different  opinion,  and  thinks 
it  not  improbable  that  there  are  more  cases  due  to  this 
cause  than  have  been  suspected.  He  urges  the  import- 
ance of  taking  a wider  basis  for  diagnostic  recog- 
nition, more  especially  the  examination  of  the  choroids. 
It  is  quite  true,  as  I have,  indeed,  often  urged,  that  we 
must  not  content  ourselves  with  the  inspection  of  the 
teeth.  Probably  only  in  a minority  of  the  examples 
of  inherited  taint  do  the  teeth  show  any  peculiarities, 
and  in  many  in  which  they  are  damaged  they  are  yet 
far  from  being  characteristic.  If  we  would  wish  to 
be  successful  in  our  diagnosis,  we  must  take  into 
simultaneous  consideration  the  whole  group  of  pheno- 
mena which  we  now  know  are  often  connected  with 
bygone  specific  disease. 

As  might  have  been  expected  from  the  fact  that 
syphilitic  infants  are  generally  born  with  all  the 
appearances  of  perfect  health,  we  do  not  find  con- 
genital idiocy,  whether  microcephalic  or  otherwise, 
in  other  than  the  very  rarest  connection  with  this 
taint.  It  is  at  the  same  period  of  life  in  which  we 
encounter  disorders  of  the  sense-capsules,  choroiditis, 
keratitis,  deafness,  and  the  like,  that  we  find  the  chief 
risk  to  the  brain,  and  thus  the  failures  of  intellect 
are  to  be  classed  rather  as  the  dementia  of  children 
or  general  paralysis  with  insanity  than  as  infantile 
idiocy. 

It  is  usually  at  about  the  age  of  eight  or  nine  that 
the  brain  begins  to  fail.  Even  then  the  attack  rarely 
proceeds  to  any  high  degree  of  intensity;  acute  out- 
breaks are  very  rare.  This  is  in  keeping  with  what  we 
observe  in  connection  with  choroiditis,  which  rarely 
destroys  the  sight,  but,  as  a rule,  produces  changes 
only  in  the  periphery  of  the  fundus.  Dr.  Hughlings 
Jackson  has  drawn  our  attention  to  the  probability 
that  inflammation  of  the  pia  mater  may  be  in  some  sort 
the  analogue  of  choroiditis,  and  may  occur  under 
similar  conditions;  and  Dr.  Judson  Bury  has  proved 
from  necropsies  that  a state  of  secondary  atrophy  of 
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the  grey  substance  of  the  convolutions  may  be  the 
result. 

As  a matter  of  clinical  observation,  I would  sug- 
gest that  it  is  not  very  uncommon  to  note  a slight 
deficiency  in  vigour  of  intellect  in  the  adolescent  sub- 
jects of  infantile  syphilis,  but  that  anything  amount- 
ing to  imbecility  is  certainly  very  rare.  Their  defects, 
whether  slight  or  more  severe,  are,  I think,  rarely 
aggressive,  though  I have  known  a few  in  whom  the 
symptoms  implied  slowly-advancing  changes. 

I have  myself  seen  a great  number  of  the  sub- 
jects of  inherited  taint  who  had  attained  adult  age 
and  whose  intelligence  was  excellent.  I have  at  the 
same  time  seen  a few  in  whom,  at  different  periods 
of  life,  cerebral  disorders  did  slowly  develop,  which 
were  attended  with  mental  derangement  now  and  then 
amounting  to  imbecility.  In  one  case  a lad  whom  I 
had  long  known  as  having  suffered  from  interstitial 
keratitis,  etc.,  became  ultimately  an  inmate  of  Colney 
Hatch,  and  there  died ; but  I do  not  know  what  pre- 
cise form  his  insanity  took.  A girl  of  about  ten  was 
brought  over  from  New  Zealand  quite  blind  with  white 
atrophy,  and  the  evidences  of  inherited  taint  were 
perfectly  conclusive.  She  was  liable  to  most  violent 
outbreaks  of  passion,  and  was  for  days  together  in  a 
state  requiring  continuous  control. 

In  another  case,  in  which,  many  years  ago,  I 
obtained  a 'post-mortem  examination,  I found  the 
skull-cap  very  much  thickened  and  sclerosed  and  the 
convolutions  of  the  brain  atrophic. 

There  is  a special  form  of  paralytic  dementia, 
closely  allied  to  general  paralysis  of  the  insane,  which 
sometimes  sets  in  from  the  age  of  three  to  six  years, 
or  later,  and  is  rather  rapidly  aggressive.  Under  it 
a child  of  average  intellect  up  to  the  age  mentioned, 
and  wholly  free  from  paralysis,  may  be,  in  the  course 
of  two  years,  reduced  to  a condition  of  the  most 
helpless  idiocy.  The  symptoms  suggest  that  it  is  an 
affection  of  the  cortex,  and  very  possibly  of  the  pia, 
and  that  the  ultimate  changes  are  of  a degenerative 
nature.  Not  improbably  some  transitory  stage  of 
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congestion  precedes  the  degeneration,  but  there  are  none 
of  the  more  severe  head  symptoms,  pain,  convulsions, 
etc.,  which  usually  attend  the  presence  of  gummata. 
The  two  following  cases  may  serve  as  illustrations  : — 


Case  1.  — Congenital  syphilis;  no  infantile 
symptoms;  good  health  till  the  age  of  four ; 
aggressive  general  dementia;  choroido-retinal 
degeneration  simulating  retinitis  pigmentosa.— 

The  subject  of  the  following  case  was,  when  she  came 
under  my  observation,  a tall  child,  aged  eight  years, 
emaciated,  and  of  pale,  leaden  aspect.  She  sat  on 
her  nurse’s  knee  with  her  spine  bent  and  “ in  a heap.” 
Her  head  was  usually  turned  to  her  right  shoulder, 
and  she  constantly  rotated  it.  Her  mouth  was  always 
open,  and  she  often  lolled  her  tongue  out,  like  an  idiot. 
She  frequently  uttered  a sort  of  exclamation.  She 
appeared  to  take  no  notice  of  anything,  but  if  for  a 
few  moments  her  eyes  became  fixed  on  anything,  the 
rotation  of  her  head  ceased.  Up  to  four  years  of  age 
she  had  been  quite  well ; she  could  walk  well  and  talk 
freely.  A photograph  was  brought  to  me,  which  showed 
her  a healthy-looking  child  without  anything  in  her 
physiognomy  indicative  of  syphilis.  Her  ailments  came 
on  gradually.  It  was  at  first  noticed  that  her  left 
ankle  seemed  weak,  and  would  bend  over.  After  this 
both  legs  got  weak,  and  she  would  easily  fall.  At  the 
end  of  a year  from  this  time  she  had  ceased  to  attempt 
to  save  herself  with  her  hands,  and  would  fall  on  her 
face.  Her  speech  began  to  be  indistinct,  and  was 
gradually  lost. 

She  did  not  easily  cry,  and  appeared  to  be  quite 
good-tempered.  She  did  not  resent  the  striking  of 
her  knees,  nor  the  putting  of  drops  into  her  eyes. 

It  was  thought  that  she  could  distinguish  her 
mother  from  her  grandmother,  but  with  one  single 
exception,  a year  ago,  when  she  suddenly  said  “ Papa,” 
her  father  thought  that  she  had  not  recognised  him  for 
three  years  past. 

Any  sudden  noise  would  throw  all  her  limbs  into 
spasmodic  movement.  All  her  limbs  were  exceedingly 
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thin ; her  elbows  wTere  always  bent,  and  the  fingers 
usually  flexed  strongly  into  the  palms  over  the  bent 
thumbs.  They  could,  however,  easily  be  straightened, 
and  in  sleep  I was  assured  that  the  limbs  were  always 
quite  limp  and  straight.  Her  feet  were  in  a condition 
of  talipes  equinus,  with  some  varus  in  the  right  one. 
Her  extremities  were  very  prone  to  become  cold,  even 
in  hot  weather.  The  knee-jump  was  at  least  normal. 
Her  pupils  were  of  equal  size  and  small.  She  often 
turned  the  eyeballs  upwards,  but  they  did  not  oscillate, 
and  she  had  no  squint.  Sensation  appeared  to  be 
normal,  and  she  certainly  felt  tickling  of  her  feet. 

The  ophthalmoscopic  examination  was  difficult,  as 
the  head  had  to  be  forcibly  fixed  to  prevent  constant 
rotation.  The  pupils,  small  at  first,  had  dilated  well 
with  atropine.  The  media  were  quite  clear.  In  both 
eyes  there  was  a broad  peripheral  zone  of  choroido- 
retinal  disease,  denoted  by  closely-placed,  roundish, 
but  not  abruptly  defined  pigment  accumulations.  The 
retinal  vessels  were  so  small  that  they  could  with  diffi- 
culty be  found.  Of  the  discs  I obtained  only  moment- 
ary glimpses.  They  were  hazy  and  of  a pale  pinkish- 
cream  tint.  Their  margins  were  well  defined,  but 
there  was  an  approach  to  the  condition  sometimes 
described  as  “ waxy.” 

It  was  impossible  to  estimate  the  child’s  vision  or  her 
hearing.  My  impression  was  that  both  faculties  were 
very  dull  indeed.  The  eyes  were  but  very  rarely  fixed 
on  anything,  and  she  never  took  notice  of  special 
objects.  Although  a sudden  noise  made  her  start,  it 
was  necessary  that  it  should  be  very  loud. 

It  is  to  be  noted  that  although  her  muscles  were 
small  in  bulk  they  were  very  strong.  When  she  chose 
to  resist,  it  required  much  force  to  straighten  her  limbs 
or  to  fix  her  head.  Her  father  had  to  use  his  strength 
to  keep  her  head  still  during  the  ophthalmoscopic  ex- 
amination. She  very  rarely  shut  her  eyes,  and  during 
my  long  attempt  with  the  ophthalmoscope  I had  no 
difficulty  whatever  on  that  score.  She  kept  her  eyes 
constantly  wide  open.  It  would  seem  that  her  pupil- 
lary reflexes  were  normal,  and  the  iris  in  full  activity, 
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for  the  pupils  were  small,  and  they  dilated  rapidly  and 
fully  under  atropine. 

As  regards  the  diagnosis  of  inherited  syphilis,  there 
was  nothing  conclusive  in  her  physiognomy  or  teeth. 
The  latter  were  a little  suspicious,  however,  and  there 
were  bosses  on  the  frontal  eminences. 

The  father  of  the  child,  who  came  with  her,  gave 
me  the  following  conclusive  facts.  Nearly  two  years 
before  the  birth  of  the  child  he  contracted  a sore. 
Having  no  suspicion  as  to  its  nature,  he  unfortunately 
infected  his  wife,  who  had  both  a local  sore  and  an 
abundant  eruption.  She  required  a long  treatment, 
and  even  at  the  present  time  has  some  skin  disease 
remaining  (lupoid  1).  The  husband  himself  never  had 
any  secondary  symptoms,  but  had  throughout  good 
health,  and  at  the  present  time  appears  to  be  very 
robust. 

Had  it  not  been  for  the  father’s  statement,  I should 
have  felt  some  doubt  as  to  the  existence  of  inherited 
taint.  There  would  appear  to  have  been  entire  im- 
munity from  symptoms  up  to  the  age  of  four,  and  then 
a setting-in  with  unusual  severity  of  those  changes 
which  accompany  the  choroido-retinitis  that  simulates 
retinitis  pigmentosa,  and  which  produce  conditions 
approaching  idiocy.  It  is  probable  that  the  retinal 
changes  represent  others,  much  more  extensive,  in  the 
grey  matter  of  the  brain  itself. 

Case  2.— Congenital  syphilis;  lair  health,  hut 
defective  development  ol  mental  powers;  at  the 
age  ol  six,  aggressive  idiocy;  Raynaud’s  phe- 
nomena very  marked. — The  following  case  may  very 
suitably  accompany  the  preceding.  It  is  an  example 
of  exactly  the  same  form  of  disease,  but  it  had  not  as 
yet  reached  the  same  development.  We  have  a child, 
born  of  syphilitic  parents,  suffering  mildly  from  the 
usual  symptoms  of  infancy,  but  afterwards,  although  of 
distinctly  delayed  development,  enjoying  fairly  good 
health  until  the  age  of  six.  From  six  onwards  to  the 
present  date  (four  years)  there  has  been  aggressive 
disease  probably  affecting  the  cortical  substance  of  the 
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brain,  and  producing  general  paralysis  and  idiocy. 
With  this  a most  remarkable  enfeeblement  of  circula- 
tion has  been  produced,  attended  with  Raynaud’s 
phenomena  in  a sevei'e  form. 


Dr.  G , wlio  sent  this  patient  to  me,  wrote  that  he 

knew  that  the  parents  and  their  children  had  suffered  from 
syphilis.  The  following  are  the  notes  which  I took:  — 

R.  , aet.  ten.  Parents’  marriage  fourteen  years  ago. 

Both  parents  suffered  soon  afterwards  from  syphilis. 

The  following  is  a list  of  their  children : — 

1st,  M.  Dead-born  at  seven  months. 

2nd,  F.  Died  at  birth. 

3rd,  F.  Lived  to  nine.  Had  affection  of  spine.  Died. 

4th,  M.,  ten.  The  patient.  A fine  baby  till  five  weeks  old. 
Thrush  badly.  Convulsions  at  eleven  months.  No  eruption 
remembered. 

5th,  F.  Died  from  meningitis,  aged  nearly  two  years. 
One  side  paralysed.  Symptoms  of  five  months’  duration  only, 
and  believed  to  have  been  caused  by  exposure  to  the  sun. 

6th,  F.,  seven.  Living,  healthy  and  intelligent. 

7th,  F.,  four.  Living,  healthy. 

8th,  M.,  three.  Living,  healthy.  Had  convulsions  during 
dentition. 

Our  patient  could  not  walk  until  two  years  old.  After 
that  could  walk  and  run  well  up  to  the  age  of  six.  Next  it  was 
noticed  that  his  circulation  wras  very  feeble.  One  winter  “an 
ear  was  caught,”  and  a portion  of  it  sloughed.  His  hands 
and  feet  would  become  blue,  and  “ black  knots  ” would  form 
on  the  hands.  No  sores  occurred.  He  never  had  anything 
called  chilblains.  His  youngest  sister  has  also  suffered  from 
cold  hands.  Their  mother  is  a chilly  subject.  Her  fingers 
in  cold  weather  are  apt  to  become  numb.  She  never  has 
chilblains. 

It  is  about  two  years  since  he  began  “to  fall  about.”  He 
has  now  lost  power  in  both  hands  and  legs.  He  can  only 
manage  to  stand  by  holding  on  to  the  table.  Last  summer  he 
could  just  walk  alone;  now  he  cannot  walk  at  all.  He  never 
had  power  in  his  hands  to  write.  He  never  quite  learned  to 
read.  He  could  talk  well  formerly,  and  repeat  poetry,  though 
always  “childish  for  his  age.”  Now  he  canuot  speak  so  as 
to  be  understood  by  a stranger.  He  is  unwilling  to  speak  at 
all.  and  never  voluntarily  moves  himself.  He  sits  with  play- 
things in  his  hands,  but  does  not  play  with  them.  His  mother 
has  to  turn  him  over  in  bed,  or  he  would  always  lie  as  at  first 
put.  He  is  rather  stout  and  flabby.  At  home  he  is  usually 
sallow  and  with  sunken  eyes;  but  when  excited,  or  opposed. 
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his  cheeks  become  brick-red  or  dusky.  They  were  very  red 
when  I saw  him.  Recently,  ulcerations  have  formed  between 
his  toes.  He  never  perspires,  and  when  his  feet  are  livid  they 
are  very  dry. 

He  sleeps  fairly  well.  The  paroxysms  of  coldness  of  hands 
and  feet  occur  every  day,  and  often  several  times  in  the  day. 
His  nails  and  fingers  go  quite  black.  The  lividity  extends  half- 
way up  the  calf.  Sometimes  the  condition  lasts  most  of  the 
day.  Usually  it  begins  about  three  in  the  afternoon,  and  lasts 
till  he  gets  to  sleep. 

We  have  here  a well-marked  example  of  Raynaud’s 
phenomena,  and  it  is  to  be  noted  that  they  have  been 
developed  in  association  with  advancing  cerebral 
disease.  It  must  be  remembered,  however,  that  the 
tendency  was  probably  inherited,  for  both  his  mother 
and  a sister  have  shown  it  in  slighter  degree. 

Dr.  Shuttleworth,  writing  from  his  experience  at 
the  Royal  Albert  Idiot  Asylum,  has  drawn  attention 
to  the  fact  that  in  some  of  the  cases  in  which  con- 
genital syphilis  is  the  cause,  the  children  are  healthy 
and  intelligent  during  the  first  few  years  of  life.  His 
cases  would  some  of  them,  indeed,  appear  to  have  been 
closely  parallel  to  the  two  which  I have  here  recorded. 
It  is  quite  in  keeping  with  what  we  know  of  some 
other  phenomena  of  inherited  taint  that  the  occurrence 
of  the  symptoms  should  be  delayed.  The  keratitis  and 
the  deafness,  which  are  not  uncommon,  both  usually 
set  in  at  an  age  approaching  adolescence.  The  same 
statement  is  especially  true  of  the  cases  of  aggressive 
choroido-retinitis  with  pigmentation,  which  are  prob- 
ably still  more  closely  related  to  our  subject. 

We  owe  to  Dr.  Mott  much  very  valuable  information 
as  to  dementia  in  connection  with  inherited  syphilis, 
more  especially  in  its  later  stages  and  as  to  its  patho- 
logical anatomy.  He  has  dealt  with  twenty-two  examples 
of  it,  and  did  not  find  that  in  any  one  of  these  syphilis 
could  be  excluded,  whilst  in  a large  majority  the 
history  and  the  presence  of  stigmata  were  conclusive. 
In  three  of  his  patients  the  fathers  had  suffered  from 
general  paralysis  of  the  insane,  but  in  many  others 
there  was  no  history  of  family  neuropathy. 
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The  characteristic  changes  were  atrophy  of  the  con- 
volutions, with  thickening  and  adhesions  of  the  mem- 
branes, and  dilatation  of  the  ventricles. 

A good  chapter  on  this  subject,  giving  a summary 
of  the  views  of  Dr.  Mott  and  others,  will  be  found  in 
Dr.  Taylor’s  work  on  “ The  Nervous  Diseases  of  Child- 
hood,” etc.  It  has  been  held  that  all  treatment  is 
useless,  and  that  the  changes  are  the  result  not  of 
active  syphilitic  lesions  but  of  post-syphilitic  degenera- 
tion. It  is,  however,  not  improbable  that  in  their 
earliest  stage  the  conditions  are  those  of  syphilitic 
inflammation,  and  that  the  prompt  and  continued 
use  of  mercury  might  then  be  very  beneficial.  As 
with  the  general  paralysis  of  adults,  when  the  patient 
reaches  the  asylum  the  stage  is  hopeless,  but  it  does 
not  quite  follow  that  the  earlier  ones  were  so. 


CHAPTER  XLIX 


INSTANCES  OF  HEALTHY  FAMILIES  BORN  OF 
CONGENITALLY  SYPHILITIC  PARENTAGE 

It  is  now  taught  by  some  authorities  that  we  may 
distinguish  two  forms  of  syphilitic  manifestations 
as  due  to  inheritance.  In  the  one  the  child  shows  in 
infancy  the  usual  role  of  symptoms,  or  at  any  rate, 
either  then  or  later  on,  some  which  are  quite  unmis- 
takable. This,  the  only  form  which  until  recently  has 
been  recognised,  is  named  by  some  the  “contagious” 
type,  and  by  other  “virulent  syphilis.”  In  addi- 
tion to  it  we  are  now  asked  to  recognise  what  is 
termed  a “ dystrophic  ” type,  in  which  various  defects 
in  general  health  or  local  disorders  or  deformities, 
none  of  these  in  themselves  conclusively  specific,  are 
ascribed  to  inherited  taint.  M.  Edmond  Fournier  has 
supplied  a somewhat  appalling  list  of  these,  and 
has  adduced  evidence  in  support  of  the  creed  that 
they  may  be  due  not  only  to  inheritance  in  the  third 
generation,  but  even  in  the  fourth.  Some  go  even 
further,  and  think  that  this  kind  of  obscure  inherit- 
ance is  responsible  for  a degeneracy  of  race  which 
they  view  with  great  alarm  as  likely  to  be  progressive 
in  the  future.  It  is  obvious  that  such  teaching  is  of 
importance  to  social  reformers  as  well  as  to  the  medical 
profession.  In  fact,  it  is  upon  it  that  the  clamour 
for  legislation  with  a view  to  “ the  suppression  of 
syphilis  ” has  been  to  a large  extent  based. 

After  a careful  study  of  M.  Edmond  Fournier’s 
writings,  and  those  of  some  others  (Mr.  Marshall, 
etc.)  who,  more  or  less  fully,  advocate  the  same  views, 
I am  not  convinced.  I do  not  believe  that  syphilis  is 
to  any  appreciable  extent  responsible  for  degeneracy  of 
race.  Of  the  so-called  “ syphilitic  dystrophies  ” it  is 
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very  impr&bable  respecting  a large  majority  that  they 
are  in  any  way  connected  with  taint.  The  fallacy  is 
the  old  one  of  post  hoc  ergo  propter  hoc.  They  are 
most  of  them  common  enough  under  conditions  where 
no  syphilis  can  be  suspected.  Respecting  a few  of  them 
it  may  be  admitted  that  they  are  probably  specific, 
but  at  the  same  time  asserted  that  they  are  simply 
examples  of  direct  inheritance  in  which  the  more  usual 
role  of  symptoms  has  not  been  developed,  the  so-called 
syphilis  occulta.  As  to  inheritance  in  the  third  genera- 
tion, I am  absolutely  incredulous.  That  such  an  oc- 
currence should  be  possible  seems  improbable  in  the 
highest  degree,  and  the  facts  which  have  been  adduced 
in  its  support  are  far  from  being  unimpeachable. 

Here,  perhaps,  may  be  permitted  an  expression  of 
some  astonishment  at  the  great  number  of  facts  bear- 
ing on  these  topics  which  appear  to  have  come  under 
the  cognisance  of  some  of  our  Continental  confreres. 
They  far  surpass  anything  which  has  ever  been  suggested 
by  English  observers.  M.  Ed.  Fournier  tabulates  whole 
series  of  cases  in  which  he  thinks  that  third-generation 
inheritance  occurred,  and  M.  Taranowski  records  as 
established  laws  many  statements  which  nothing  .but 
the  observation  of  hundreds  of  quite  definite  facts 
would  justify.  Such  fact's  are,  however,  in  English 
practice  exceedingly  few.  I have  been  myself  for  sixty 
years  or  more  a not  incurious  observer ; but,  although 
I have  been  most  desirous  to  ascertain,  first,  the  degree 
of  protection  or  modifying  influence  which  the  inherit- 
ance of  syphilis  affords  as  to  subsequent  contagion, 
and,  secondly,  the  possibility  of  third-generation  in- 
heritance, yet  the  number  of  trustworthy  facts  which 
have  fallen  to  my  share  bearing  upon  either  of  these 
questions  might  be  counted  on  the  fingers  of  my 
two  hands.  Either  inherited  syphilis  is  much  more 
common  in  France  and  Austria  than  it  is  in  England, 
or  the  supposed  recognition  of  its  subjects  in  adult 
life  must  proceed  on  much  more  liberal  lines  than 
wdth  us. 

I will  now  proceed  to  narrate  some  of  the  more 
important  observations  which  have  fallen  to  my  share. 

2 G 
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Transmission  to  Hie  third  generation— The 

question  of  the  possible  transmission  of  syphilis  by 
inheritance  to  the  third  generation  has  occupied  in- 
creasing attention  during  recent  years.  Prior  to  the 
observations  as  to  the  value  of  the  teeth  and  physiog- 
nomy as  enabling  us  to  recognise  the  subjects  of 
inherited  taint  in  adult  life,  it  was  not  possible  to 
maintain  respecting  any  syphilitic  infant  that  one  or 
Dther  of  its  parents  had  incurred  a like  inheritance. 
Vague  conjectures  were  afloat  that  all  struma  was 
syphilitic,  and  that  various  other  conditions  of  cachexia 
might  be  due  to  the  same  cause.  Until  I published  a 
case  in  1866,  no  one  had,  I believe,  ever  hinted  that 
an  infant  might  be  born  destined  to  display  the  usual 
train  of  specific  symptoms  during  the  early  months 
of  its  life  in  virtue  of  inheritance  from  a parent 
who  had  inherited  it.  In  this  observation  I was,  of 
course,  assisted  by  the  then  recently  acquired  knowledge 
just  referred  to.  Not  long  afterwards  I had  one  or 
two  other  cases,  and  for  a time  I was  half  inclined 
to  believe  that  these  facts  did  really  support  the  con- 
clusion to  which  they  seemed  to  point.  More  extended 
experience  has,  however,  led  to  incredulity,  and  that, 
too,  in  spite  of  the  fact  that  several  distinguished 
authorities  have  published  cases  seemingly  in  cor- 
roboration of  my  own. 

The  considerations  which  have  weighed  with  me 
in  arriving  at  this  conclusion  may  be  stated  as 
follows  : — 

Although  unquestionably  cases  do  occur  in  which 
those  parents  who  exhibit  the  stigmata  of  inherited 
taint  produce  tainted  children,  they  are  extremely 
infrequent. 

The  symptoms  displayed  by  such  infants  differ  in 
no  respect  from  those  resulting  from  recent  acquisition 
on  the  part  of  one  or  other  parent. 

It  is  never  possible  to  exclude  the  suggestion  of 
recent  parental  acquisition,  whilst  in  some  cases  in 
which  the  facts  had  at  first  sight  seemed  most  con- 
clusive, further  inquiry  has  indubitably  shown  that 
such  recent  acquisition  had  occurred.  This  has  indeed 
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been  the  result  in  all  the  cases  in  which  I have  per- 
sonally had  opportunity  for  examination.* 

When  we  remember  that  it  is  generally  admitted 
that  the  possibility  of  the  transmission  even  of  ac- 
quired syphilis  comes  to  an  end  within  a few  years, 
it  must  be  allowed  to  be  exceedingly  improbable  that, 
in  the  case  of  a child  obtaining  the  disease  by  inherit- 
ance, the  risk  can  persist  until  its  own  child-bearing 
age. 

If  those  who  inherit  were  capable  of  transmitting 
in  adult  life,  it  is  probable  that  they  would  also  be 
capable  of  infecting,  whereas  we  have  no  records  of 
such  supposed  infections,  not  even  to  the  partner  in 
marriage.  If  a woman,  herself  the  subject  of  in- 
herited disease,  could  convey  active  (or  “virulent”) 
syphilis  to  her  offspring,  she  would  also  be,  in  all 
probability,  a source  of  danger  of  infection  to  her 
husband.  No  accidents  of  that  kind  are,  however, 
alleged. 

Having  regard,  then,  to  the  great  improbability  of 
the  occurrence,  I must  believe  that  no  trustworthy 
evidence  has  yet  been  brought  forward  in  proof  of 
third-generation  transmission.  The  cases  which  have 
been  supposed  to  be  such  were  far  more  probably 
instances  of  undisclosed  parental  acquisition.  My 
opportunities  for  observation  have  been  large,  and 
have  extended  over  many  years.  I have  been  care- 
fully on  the  look-out  for  facts,  and  I now  record  my 
conclusions. 

* Without  being  discourteous  to  the  statements  published  by  others,  I 
may  perhaps  be  allowed  to  hint  that,  in  all,  much  of  what  I would  call 
good-hearted  credulity  in  the  reception  of  evidence  is  displayed.  When 
a surgeon  undertakes  to  guarantee  for  his  patient  that  no  exposure  to  the 
risk  of  contracting  syphilis  has  ever  occurred,  I can  hut  suspect  that  his 
experience  of  life  has  been  but  small,  or  that  he  is  habitually  not  prone 
to  attempt  to  look  below  the  surface.  If  it  is  attempted  to  strengthen 
the  guarantee  by  saying  that  the  parties  have  been  well  known  to  him, 
my  suspicions  are  strengthened,  for  it  is  precisely  under  such  circumstances 
that  sexual  follies  would  be  concealed.  I have  no  reason  to  think  that 
my  own  experience  has  been  worse  than  the  average,'  but  I have  known 
enough  of  what  is  possible  in  reference  to  the  acquisition  of  syphilis,  in  all 
ranks  of  life  and  under  apparently  the  most  unlikely  circumstances,  to 
induce  me  to  disregard  almost  absolutely  the  denials  of  patients  and  to 
allow  my  opinions  to  rest  not  upon  what  I am  told,  hut  upon  what 
seems  probably  true. 
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I reprint  the  following  clinical  lecture  from  the 
pages  of  the  Polyclinic  Journal:  — 

Case  of  supposed  syphilis  in  the  third  generation. — I wish 
to-day  to  offer  additional  facts  respecting  a case  brought 
before  us  last  week  in  which  there  was  prima  facie 
suspicion  that  syphilis  had  been  transmitted  to  the  third 
generation.  The  facts  respecting  it  I have  since  care- 
fully investigated,  and  the  results  are  very  important.  You 
will  remember  that  amongst  the  cases  presented  at  my  last 
demonstration  were  a mother  and  child.  I had  not  seen  them 
before  and  knew  nothing  of  their  history.  It  was,  however, 
easy  to  see  that  the  child,  a stout  infant  of  eight  months,  was 
suffering  from  inherited  syphilis.  It  had  a sunken  bridge  of 
nose,  sores  at  the  angles  of  mouth,  a circinate  eruption  in 
small  patches  about  its  wrists,  and,  above  all,  a large  ulcerated 
condyloma  on  one  side  of  its  anus.  Whilst  looking  at  the 
child  I observed  that  its  mother  also  bore  in  her  physiognomy 
the  well-known  stigmata  of  inherited  taint,  and  on  inquiry  we 
were  told  that  she  had,  at  the  age  of  seventeen,  passed  through  a 
severe  attack  of  inflammation  of  both  eyes.  She  had  one  char- 
acteristically notched  tooth.  She  was  a woman  of  about  thirty- 
two,  and  had  been  married  ten  years.  She  told  us  that  she  had 
borne  six  children,  and  that  her  first-born,  now  a boy  of  nine, 
was  living,  but  that  in  his  infancy  he  had  presented  symptoms 
which  were  exactly  like  those  now  present  in  her  baby. 
Between  the  two  there  had  been  four  premature  births,  all 
dead.  The  woman  considered  that  both  she  and  her  husband 
had  enjoyed  good  health,  excepting  that  the  latter  suffered 
from  asthma.  No  further  questions  were  asked.  Having 
stated  to  those  present  my  confident  belief  that  we  had  had 
before  us  a most  unquestionable  instance  of  a mother,  herself 
the  subject  of  inherited  taint,  who  Had  borne  a tainted  child 
lor  probably  two),  I avowed  my  incredulity  as  to  the  infant’s 
inheritance  from  its  mother’s  inheritance,  independently  of 
subsequent  acquisition  by  one  or  other  parent.  If  inheritance 
in  the  third  generation  were  a possible  occurrence  it  ought, 
I contended,  to  be  a tolerably  common  event,  whereas  the 
instances  in  which  it  has  been  suspected  are  exceedingly  few. 
From  my  own  experience  I mentioned  several  in  which  the 
known  subjects  of  inherited  taint  had  borne  quite  healthy 
offspring,  and  said  that  I had  only  met  with  one  single 
instance  like  the  case  before  us,  whilst  in  that  one  it  was  prob- 
able. that  the  father  of  the  infant  had  had  the  acquired  disease. 
On  a priori  grounds  the  improbability  of  transmission  to  the 
third  generation  appeared,  I ventured  to  remark,  almost  in- 
finitely great.  Finally,  I promised  that  all  the  facts  should 
be  carefully  examined  and  the  patients  brought  forward  again 
on  a future  occasion. 

The  patients  had  been  sent  to  me  by  Hr.  Sharman,  of 
Hulwicli,  and  I at  once  communicated  with  that  gentleman  in 
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order  to  ascertain  whether  he  knew  anything  of  the  family, 
and  whether  he  could  procure  me  an  interview  with  the  father 
of  the  child.  Through  Dr.  Sharman’s  courtesy  the  father, 
mother,  and  both  children  were  sent  a few  days  later  to  my 
private  residence,  and  subsequently  they  were  induced  to 
attend  again  at  the  Polyclinic. 

When  the  family  attended  at  my  house  I first  inspected 
the  elder  child  and  found  that  he  had  a most  characteristic 
physiognomy  and  equally  characteristic  teeth.  He  had  not, 
as  yet,  suffered  from  keratitis,  but  his  mother's  statement 
that  he  had  presented  the  usual  group  of  symptoms  in  infancy 
was  well  borne  out.  He  was  a well-grown,  cheerful  boy,  but  his 
teeth  bore  evidence  of  his  having  taken  mercury  in  infancy. 
He  had  attended  for  many  months  at  the  Great  Ormond  Street 
Hospital  for  Children. 

My  next  step  was  to  see  the  father  alone,  and  having 
assured  him  that  I would  say  nothing  to  excite  suspicion  in  his 
wife,  I begged  him  to  tell  me  candidly  whether  he  had  before 
marriage  suffered  from  venereal  disease.  He  assured  me  most 
positively  that  he  had  npt,  and  he  spoke  with  apparent  truth- 
fulness. There  was  nothing  I could  observe  in  him  to  in- 
validate his  statement.  He  said  that  he  had  suffered  much 
from  bronchitis  and  asthma,  and  the  ends  of  his  fingers  pre- 
sented the  broad  nails  and  clubbed  form  of  the  pulmonary  type 
of  acromegaly.  I may  own  that  at  the  time  I believed  wliat 
he  told  me,  but  I subsequently  found  that  a similar  question 
had  been  previously  put  to  him  by  Dr.  Sharman,  so  that  he 
was  prepared  for  mine,  and  no  doubt  felt  bound  to  adhere  to 
what  he  had  first  said. 

Next  I saw  the  woman  alone,  and  having  obtained  from  her 
an  account  of  her  childhood,  which  confirmed  what  has  already 
been  stated,  but  with  the  addition  that  she  was  the  eldest  of 
six  living  brothers  and  sisters,  all  the  others  being  in  good 
health,  I inquired  as  to  her  own  health  since  her  marriage. 
I gave  her  no  leading  questions,  and  endeavoured  carefully  to 
avoid  exciting  her  suspicion  as  to  what  I wanted  to  know.  She 
said  that  she  had  always  been  well,  but  then  added  quite 
spontaneously,  but  in  a manner  which  made  me  feel  sure  that 
she  knew  what  she  was  telling  me:  “I  once  attended  University 
Hospital  for  sores.”  “When  was  that?”  “Oh!  as  soon  as  I got 
up  from  my  confinement  with  my  first  child.”  “Where  were 
the  sores?”  “On  my  privates.”  “Did  they  examine  you  at 
the  hospital?”  “Oh,  yes.”  “And  what  did  they  give  you?” 
“Powders.”  “How  long  did  you  attend?”  “Oil,  almost  six 
weeks;  I was  soon  well,  and  have  never  had  anything  since.”  I 
have  given  you  the  ipsissima  verba,  because  here  ended  this 
important  episode.  The  woman  would  not  admit  that  she  had 
suffered  from  any  eruption  or  sore  throat,  and  I had  promised 
her  husband  that  I would  ask  no  questions  which  should 
lead  her  to  entertain  suspicions  of  him.  Had  I put  any 
direct  questions  to  her  very  probably  she  would  have  denied 
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everything-.  At  the  same  time  I feel  quite  sure  that  she  in- 
tended me  to  take  the  fact  for  granted.  .She  could  have  had 
no  other  motive  for  mentioning-  the  occurrence  at  all,  for  she 
denied  that  it  had  affected  her  general  health. 

My  own  interpretation  of  the  case  is  that  in  all  probability 
the  husband  contracted  syphilis  during  the  latter  part  of  his 
wife’s  hrst  pregnancy,  and  infected  her,  and  through  her  their 
child.  On  this  hypothesis  the  facts  may  be  held  to  prove  that 
a tainted  mother  may  bear  a tainted  child  at  least  seven  years 
after  her  acquisition  of  the  disease.  This  is  in  itself  an  im- 
portant fact,  but  it  has  been  repeatedly  proved  before,  and 
it  is  as  nothing  compared  with  the  hypothesis  that  a mother, 
herself  the  subject  of  inherited  taint,  may  bear  tainted  children 
as  the  result  of  such  inheritance.  In  support  of  that  hypo- 
thesis the  case  cannot  for  a moment  be  quoted,  for  although 
it  may  be  admitted  that  the  acquisition  of  syphilis  de  novo  by 
the  mother  is  not  conclusively  proved,  enough  evidence  has 
been  offered  to  make  it  very  probable,  and  to  entirely  prevent 
the  case  from  being  cited  as  proof  of  anything  else. 

In  conclusion,  let  me  beg  you  to  note  how  very  near  we  have 
been  to  missing  the  truth  in  the  history  of  this  case.  If  the 
mother  had  not  at  the  last  minute  volunteered  the  information 
which  she  gave,  we  should  have  been  obliged  to  record  the  case 
as  one  in  which  syphilis  had  occurred  in  the  third  generation, 
and  in  which  there  was  no  reason  to  suspect  the  acquired 
disease  in  the  parents.  The  literature  of  syphilis,  let  me  say, 
abounds  in  cases  in  which  errors  of  this  kind  have  occurred. 
We  are  obliged  to  record  our  patients’  denials,  and,  if  we  can 
find  no  reason  for  disbelieving  them,  we  are  obliged  to  give 
them  a certain  amount  of  credit.  In  this  instance,  as  you 
heard,  the  father  of  the  child  strongly  denied  having  had  any 
disease,  and  there  were  no  facts  by  which  to  confute  him. 
He  appeared  to  be  healthy  and  so  did  his  wife.  As  regards 
his  denial,  we  must  remember  that  he  had  been  asked  the  same 
question  before  I saw  him.  In  these  cases  everything  depends 
upon  how  the  question  is  put  on  the  first  occasion.  If  a man 
has  once  said,  “I  never  had  anything  of  the  kind,”  he  cannot 
well  go  back  on  himself  and  admit  that  he  has  told  a false- 
hood; I have  known  that  done,  but  not  often.  Now,  when 
something  happening  to  a man’s  offspring  is  in  question,  a 
father  is  under  a great  temptation  to  exculpate  himself.  Not 
unfrequently,  on  the  impulse  of  the  moment,  an  emphatic 
denial  is  given  which  would  willingly  be  retracted  afterwards 
could  it  be  done  with  dignity.  As  regards  the  mother,  I do 
not  think  that  she  would  have  made  any  confession  to  me  had  I 
asked  her  in  the  presence  of  others.  It  was  only  when  she  was 
speaking  to  me  in  the  privacy  of  my  own  consulting-room  that  she 
became  confidential.  I feel  really  thankful  to  her  for  the  in- 
formation which  she  gave  me.  Had  she  not  given  it,  I should 
have  felt  compelled  to  publish  the  case  as  one  which,  so  far  as 
[ could  ascertain,  supported  the  doctrine  of  third-generation 
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transmission.  In  that  doctrine  I am  no  believer-,  but  there  are 
those  who  do  believe  it,  and  the  case  would  have  been  tri- 
umphantly cited  by  them  as  a most  conclusive  one. 

Dr.  Taylor,  of  New  York,  has  recently  recorded  two 
cases  in  which  he  thought  that  the  evidence  strongly 
supported  the  belief  in  third-generation  syphilis.  If 
we  accept  the  facts  as  proving  that  individuals  in  each 
of  the  three  generations  did  really  suffer  from  syphilis, 
there  still  remains  the  possible  fallacy  that  in  each 
instance  one  of  the  parents  of  the  third-generation 
subject  might  have  had  acquired  disease.  Dr.  Taylor 
in  each  instance  expresses  his  conviction  that  this  was 
not  the  case,  and  supports  it  by  stating  that  he  was 
personally  acquainted  with  the  families.  This  personal 
acquaintance  may  have  seemed  to  him  very  trust- 
worthy, but  it  is  not  so  in  reality.  The  fact  of  per- 
sonal acquaintance  will  often  lead  a youth  who  has 
contracted  syphilis  to  carefully  avoid  communicating 
with  the  surgeon  concerned.  Dr.  Taylor  does  not  even 
state  that  he  had  put  direct  questions  on  the  subject. 
Even  if  these  details  have  been  carefully  sifted,  there 
would  remain  the  possibility  of  illegitimate  parentage. 
If  the  facts  were  quoted  in  support  of  a proposition 
which  had  a strong  probability  in  its  favour,  they 
might  be  accepted  as  possibly  true;  but  when  they  are 
alleged  in  support  of  what  is  acknowledged  to  be 
extremely  infrequent,  and,  therefore,  very  improbable, 
they  can  scarcely  be  claimed  as  of  much  value. 

In  what  has  been  written  in  the  first  half  of  this 
chapter  we  have  been  dealing  chiefly  with  the  inherit- 
ance of  syphilis  in  its  common  and  typical  form.  It 
is  necessary,  however,  now  to  offer  a few  additional 
words  concerning  what,  as  I have  already  said,  I am 
obliged  to  regard  as  a modern  revival  of  an  old  heresy. 
Many  authorities,  in  days  when  observation  was  less 
exact  than  now,  held  that  various  forms  of  cachexia 
and  ill-health,  not  preceded  in  the  child  by  any  of  the 
ordinary  indications  of  taint,  were  yet  due  to  syphilis 
in  the  parents.  It  was  not  supposed  that  such  cases  could 
be  contagious,  nor  was  it  even  contended  that  any  of 
the  unquestionable  symptoms  of  the  disease  were  ever 
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present.  We  may  assume,  therefore,  that  in  modern 
language  the  specific  cause — the  parasitic  spirillum — is 
absent  in  these  cases,  and  that  the  inheritance  is  of 
syphilitic  cachexia  rather  than  of  syphilis.  Sir  Eras- 
mus Wilson  asked,  “ Is  not  all  struma,  syphilis?  ” and 
many  others  have  been  inclined  to  put  leprosy  and 
some  other  constitutional  disorders  in  a similar  cate- 
gory. Five-ancl-twenty  years  ago  professional  opinion 
appeared  to  be  definitely  formed  in  the  negation  of 
these  suggestions,  but  more  recently  some  of  them  have 
been  revived,  and  with  perhaps  even  less  of  anything 
approaching  to  proof.  Certain  congenital  deformities 
and  infantile  abnormalities  have  been  claimed  as 
syphilitic.  These  suspicions,  whilst  they  concern  some- 
what third-generation  transmission,  are  much  more 
importantly  influential  respecting  the  first,  in  w'hich 
they  far  more  frequently  come  into  play.  Modern 
knowledge  enables  us  to  state  the  problem  definitely. 
We  may  now  ask  explicitly  whether  any  kind  of 
syphilitic  inheritance  is  possible  which  does  not  imply 
the  transference  of  the  parasite.  It  being  fully  ad- 
mitted that  parasitic  infection,  when  really  present, 
may  be  latent  through  indefinite  periods,  it  may,  I 
think,  be  contended  with  great  probability  of  truth 
that  unless  the  parasite  be  transmitted  no  transmis- 
sion of  any  kind  of  syphilis  can  occur.  This  is  possibly 
not  quite  the  same  thing  as  asserting  that  mere 
cachexia  from  syphilis  in  parents  will  exercise  no 
influence  on  progeny,  although  plenty  of  evidence  might 
be  adduced  in  proof  that  the  offspring  of  parents 
in  the  tertiary  stages  of  syphilis  are  often  well  grown, 
healthy,  and  strong.  It  would  be  absurd  to  deny  that 
an  enfeebled  parent  may  beget  or  produce  a weakly 
child.  All  that  is  questioned  is  whether  such  child, 
if  not  receiving  the  specific  poison,  can  suffer  any- 
thing having  any  specific  relation  to  syphilis. 

The  best  kind  of  evidence  which  can  be  collected  in 
elucidation  of  this  question  is  that  derived  from  the  ex- 
amination of  whole  families  in  which  one  at  least  of  the 
children  had  borne  unmistakable  proofs  of  taint;  and 
amongst  such  proofs  notched  teeth  and  keratitis  stand 
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foremost.  Having  identified  one  such  case,  we  may 
next  inquire  whether  amongst  the  younger  brothers 
and  sisters  who  have  not  shown  definite  symptoms  any 
special  proclivities  have  been  observed.  If  it  be  found 
that  of  such  children  almost  all  are  w'ell  grown  and 
free  from  ailments,  we  may  then  with  reason  put  aside 
as  coincidences  cases  in  which  the  children  of  syphilitic 
parents  have  displayed  such.  A very  valuable  body  of 
evidence  on  this  point  is  afforded  by  the  numerous 
family  narratives  recorded  in  my  work  on  “ Syphilitic 
Affections  of  the  Eye  and  Ear.”  In  all  these  cases  one 
at  least  of  the  family  was  identified  as  certainly  syphi- 
litic, whilst  amongst  the  other  members  the  so-called 
“ dystrophies  ” were  conspicuously  absent.  The  series  is 
especially  valuable  for  the  purpose  suggested,  because 
it  wTas  collected  without  any  bias  and  without  special 
reference  to  the  matters  now  in  controversy. 

In  reference  to  third-generation  transmission,  I have 
by  no  means  intended,  in  what  I have  said  above,  to 
imply  incredulity  as  to  its  possibility.  Recent  in- 
vestigations have  made  it  probable  that  the  spirillum 
may  exist  in  a cpiiescent  hut  living  form  long  after 
all  evidences  of  its  activity  have  ceased  in  the  patient. 
There  are  also  certain  facts  which  would  favour  the 
suggestion  that  the  ovary  is  perhaps  an  exceptionally 
favourable  site  for  such  exceptional  persistence,  and  it 
is  established  that  in  infancy  the  spirillum  is  very 
abundant.  These  considerations  make  for  possibility, 
and  I do  not  desire  to  ignore  them.  What  I do  assert 
is  that  no  one  has  yet  published  cases  which  are  more 
trustworthy  than  my  own — in  all  of  which,  nevertheless, 
fallacies  were  disclosed. 


CHAPTER  L 


GENERAL  PRINCIPLES  OF  TREATMENT 

Mercury. — The  specific  powers  of  mercury  would  ap- 
pear to  have  been  recognised  very  soon  after  the  intro- 
duction of  syphilis  into  Europe.  Even  in  the  days 
of  Cervantes,  that  is,  about  a century  subsequently 
to  the  appearance  of  the  disease,  it  was  considered 
(as  we  read  in  “ Don  Quixote  ”)  a question  of  his- 
torical interest,  “ Who  first  used  salivations  for  the 
French  distemper?”  From  that  time  to  the  present, 
with  varying  vicissitudes,  it  has  maintained  its  reputa- 
tion, and  under  modern  methods  of  use  its  hold  is  now 
probably  much  stronger  and  more  nearly  universal  than 
ever  it  was  before.  The  non-mercurial  school  is  now  a 
small  and  silent  one,  yet  there  can  be  not  the  slightest 
doubt  that  the  symptoms  may  wholly  disappear  without 
recourse  to  the  specific.  Anyone  who  will  read  the 
case-narratives  of  Judd  and  his  compeers  will  be 
astonished  at  what  is  there  recorded  as  to  the  speedy 
and  complete  disappearance  of  symptoms  under  quite 
simple  measures.  Dr.  Drysdale  took  up  the  running, 
and  Boeck,  of  Christiania,  as  is  well  known,  used  to 
advocate  “ syphilisation,”  and  denounce  mercury  as 
“a  devilish  remedy.” 

There  can  be  no  doubt  that  the  introduction  of  the 
iodide  of  potassium,  which  Judd  was  one  of  the  first  to 
use,  has  done  much  to  establish  mercury  on  a secure 
throne.  Precisely  in  those  conditions  which  mercury 
often  aggravates  is  the  iodide  useful,  and  we  now  know 
well  when  to  substitute  the  one  for  the  other  or  to  use 
them  in  combination. 

If,  however,  we  may  assert  that  the  verdict  in  the 
present  day  is  almost  unanimous  that  mercury  in  some 
form  ought  to  be  used,  there  is  still  some  difference  of 
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opinion  as  to  its  most  convenient  and  effectual  mode 
of  employment.  Nor  are  we  quite  agreed  as  to  how 
early  it  should  be  commenced  or  how  long  it  should 
be  continued. 

If  ■we  go  back  a century,  all  suspicious  sores  on  the 
genitals  were  by  most  surgeons  treated  promptly  with 
vigorous  courses  of  mercury.  Under  this  plan  probably 
many  cases  of  syphilis  were  suppressed  in  their  very 
earliest  stage,  that  is,  the  parasite  was  killed.  Then 
came  the  recognition  that  many  of  these  sores  did  not 
lead  to  real  syphilis,  and  the  rule  was  established 
that  the  secondary  symptoms  ought  to  be  allowed  to 
appear  before  such  a serious  measure  was  justified. 
Probably,  all  along,  experienced  specialists  often  felt 
themselves  justified  by  the  condition  of  the  chancre 
in  forming  a positive  opinion  and  acting  upon  it.  As 
a rule,  however,  until  fifty  years  ago  and  even  later,  it 
was  denounced  as  culpable  self-confidence  to  begin  mer- 
cury before  the  rash  appeared.  It  is  remarkable  that 
those  days  coincide  with  an  apparent  increase  in  the 
mortality.  When,  in  1855  and  following  years,  the 
small-dose  plan  -was  introduced,  and  the  avoidance  of 
ptyalism  advocated,  mercurial  treatment  was  robbed 
of  its  terrors,  and  the  professional  mind  was  prepared 
for  the  further  step  which  favoured  the  earliest  possible 
resort  to  it,  with  a view  to  the  suppression  of  the 
secondary  stage.  Attempts  at  this  anticipatory  sup- 
pression are  now  the  order  of  the  day,  and  I observe 
with  pleasure  that  an  excellent  authority,  who  for 
some  time  wrote  against  it,  has  recently  avowed  himself 
a convert. 

Salivation. — The  establishment  of  the  principle  that 
salivation,  so  far  from  being  helpful,  ought  to  be 
carefully  avoided,  was,  I think,  a very  important  step. 

There  is  not  the  slightest  reason  to  believe  that 
those  who  have  had  their  mouths  made  sore  are  in  the 
least  less  prone  to  relapses  than  those  who  have  not, 
whilst  in  many  instances  the  occurrence  of  ptyalism, 
by  interrupting  the  course,  very  definitely  adds  to 
the  risks  in  the  future.  The  object  of  treatment  in  the 
early  stages  is  to  kill  the  parasite  in  the  blood  and 
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tissues,  and  thus  to  prevent  the  occurrence  of  secondary 
lesions.  To  accomplish  this,  as  much  mercury  as  can 
be  borne  without  inconvenience  should  be  introduced. 
The  entire  absence  of  all  manifestations  may  usually  be 
taken  to  show  that  these  objects  are  being  achieved, 
but  the  immunity  must  be  absolute  and  maintained. 
If  otherwise,  the  remedy  must  be  pushed  to  any  extent 
which  may  be  necessary.  Diarrhoea  and  salivation  are 
the  two  inconveniences  which  it  is  necessary  to  avoid. 

Tlic  small  grey-powder  pill. — I wish  to  reiterate 
in  the  most  explicit  terms,  as  the  result  of  long  experi- 
ence, that  everything  that  mercury  can  do  can  be  con- 
veniently effected  by  the  “small-dose  grey-powder  pill.” 
In  competition  with  other  methods,  the  question  is 
not  so  much  as  to  efficiency  as  to  convenience.  Now 
and  then,  but  very  rarely  indeed,  a case  may  occur 
in  which  the  tendency  to  diarrhoea  may  seriously  inter- 
fere with  the  treatment,  and  in  these  it  may  be  well  to 
resort  to  inunction  or  the  vapour  bath.  In  my  own 
practice,  however,  the  necessity  for  such  substitution 
hardly  ever  occurs;  care  as  to  diet  and  increase  in  the 
dose  of  Dover’s  powder  are  all  that  is  needed.  Dover’s 
powder  is  probably  much  more  efficient  for  this  purpose 
than  opium  alone. 

The  calomel  vapour  bath  and  the  inunction  treat- 
ment are  both  of  them  very  efficient  modes  for  the  use 
of  mercury.  Mr.  Langston  Parker  and  Mr.  Henry  Lee 
were  both  very  successful  with  the  bath.  It  is,  how- 
ever, troublesome  and  more  or  less  expensive,  charges 
to  which  the  inunction  plan  is  at  least  equally  ex- 
posed. It  is  most  desirable  that  for  the  treatment  of 
such  a disease  as  syphilis,  which  is  common  to  all 
classes  and  which  comes  under  the  care  of  all  sections 
of  the  profession,  the  measures  should  be  such  as  are 
easy  of  employment.  Not  unfrequently  there  is,  further, 
the  necessity  that  the  patient  shall  be  enabled  to  keep 
his  illness  a secret.  If  the  measures  adopted  are  ex- 
pensive, or  if  they  involve  frequent  absences  from 
home,  they  are  almost  certain  to  be  interrupted  or  pre- 
maturely laid  aside.  It  was  considerations  of  this  kind 
which  gave  to  the  small-dose  grey-powder  pill  treat- 


USE  OF  MERCURY 


509 


l] 


ment  an  easy  victory,  in  the  middle  of  the  last  century, 
over  both  inunction  and  the  bath.  The  pills  could 
be  prescribed  by  any  practitioner,  taken  by  any  patient, 
and  continued  for  any  time.  It  does  not  seem  likely 
at  the  present  day  that  either  of  the  former  competitors 
will  again  seriously  enter  the  list.  Another  has,  how- 
ever, come  forward. 

In  order  to  make  the  pill  treatment  of  syphilis  as 
effective  as  possible,  it  is  desirable  that  certain  details 
should  be  carefidly  attended  to.  The  pills  should  be 
of  uniform  strength,  and  one  grain  of  grey-powder  with 
one  of  Dover’s  seems  the  best.  These  should  be  given 
at  first  three  times  a day,  after  meals  by  preference, 
the  frequency  being  increased  as  the  patient  is  able 
to  bear  them.  All  fruit,  green  vegetables,  and  soups 
should  be  most  strictly  forbidden.  If  the  bowels  are 
unusually  irritable,  the  quantity  of  Dover’s  powder 
may  be  doubled  ; and  if  there  is  great  debility,  a grain 
of  quinine  may  be  added.  The  patient  should  be 
informed  at  the  outset  that  he  is  to  take  the  pills  quite 
regularly  and  without  any  intermission  for  at  least 
twelve  months. 

Iodide  of  potassium  with  mercury. — If  for 

any  reason  it  is  desirable  to  give  iodide  of  potassium 
as  well  as  mercury,  it  is  well  to  give  the  two  separ- 
ately, the  mercury  in  pill  and  the  iodide  in  solution. 
There  seems  to  be  no  objection  to  their  being  taken  at 
the  same  time,  but  Diday,  who  was  a careful  observer 
and  a strong  advocate  for  this  mode  of  practice,  held 
that  two  or  three  hours  ought  to  intervene  between  the 
doses.  These  two  specifics  are  far  more  manageable 
when  given  separately,  and  they  appear  to  be  more 
efficient;  opportunity  is  also  thus  afforded  for  com- 
bining ammonia  with  the  iodide,  an  addition  which  is 
of  great  importance. 

Of  late  years  I have  got  into  the  habit  of  using 
mercury  much  more,  and  the  iodides  far  less,  than 
I formerly  did,  and  this  not  because  I distrust  the 
curative  efficacy  of  the  iodides,  but  because  I have 
found  that  it  is  possible,  by  the  use  of  very  small  doses 
of  mercury,  to  cure  the  same  affections,  and  to  escape 
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the  depressing  effects  of  the  iodide.  My  impression  is 
that  this  change  in  practice  is  not  at  all  limited  to 
myself,  and  that  it  is  destined  to  become  general.  The 
prejudice  against  mercury  is  fast  disappearing,  and 
both  patients  and  surgeons  are  beginning  to  realise  that 
the  iodide,  especially  in  the  doses  recommended  of  late, 
is  not  the  harmless  thing  that  it  was  thought  to  be. 
It  is  not  at  all  uncommon  for  a patient  to  appeal  to  his 
prescriber,  “ Don’t  give  me  iodide  of  potassium  if  you 
can  possibly  help  it.  It  depresses  me  so  much,  and 
makes  me  so  miserable.”  These  patients  are  not  for 
the  most  part  those  in  whom  any  special  idiosyncrasy 
exists,  but  those  who  have  painfully  experienced  its 
effects  in  considerable  doses  and  over  long  periods  of 
time.  Of  the  permanently  curative  powers  of  the  iodide 
in  suitable  cases  I have  no  mistrust,  although  I think 
it  is  to  be  admitted  that  the  risk  of  a relapse  is  far 
greater  after  an  iodide  cure  than  it  is  after  one  by 
mercury.  The  essential  point,  however,  is,  as  I have 
insisted  elsewhere,  that,  whichever  drug  be  used,  the 
local  cure  shall  be  complete  before  it  is  left  off.  If  it 
be  not  so,  and  if  ever  so  small  a portion  of  inflamed 
tissue  be  left,  as,  for  instance,  in  a syphilitic  lupoid 
affection,  the  disease  will  certainly  recur. 

The  influence  of  mercury  on  flic  blood. — By 
several  investigators  most  praiseworthy  attempts  have 
been  made  to  determine  with  exactitude  the  effects  of 
mercury  upon  the  blood  and  tissues,  and  to  ascertain 
the  manner  and  degree  of  rapidity  of  its  elimination. 
The  number  of  the  red  blood  corpuscles  has  been  care- 
fully counted  before  and  after  its  use.  Making  allow- 
ance for  discrepancies  consequent  on  the  difficulty  of 
the  investigation,  w’e  may  say  that  these  inquiries,  in 
a general  way,  bear  out  the  conclusions  previously 
arrived  at  by  clinical  observers.  “ A fattening  course 
of  mercury  ” is  an  expression  which  has  been  in  use 
since  the  days  of  Abernethy,  and  the  conclusion  now- 
arrived  at  by  experiment  is,  that  not  only  in  the 
syphilitic  but  in  the  healthy,  and  not  only  in  man  but 
in  the  lower  animals,  mercury,  if  given  in  small  enough 
doses,  may  be  made  to  assist  the  formation  of  fat  and 
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muscle.  It  also  tends  to  increase  the  number  of  red 
corpuscles.  Everything  depends  on  dose,  and  upon 
the  patient’s  idiosyncrasy.  Whatever  the  idiosyncrasy, 
however,  if  the  dose  be  reduced  sufficiently,  the  drug 
may  be  made  to  agree. 

That  mercury  is  very  quickly  eliminated  has  been 
abundantly  proved.  It  appears  first  in  the  urine,  but 
may  be  detected  also  in  all  other  secretions.  It  has 
been  discovered  by  analysis  in  most  of  the  tissues  of 
the  body,  but  in  all  probability  it  does  not  remain  long. 
Hence  the  necessity  for  long  continuance  of  its  employ- 
ment. The  proper  reply  to  the  question  so  frequently 
put  by  patients  at  the  conclusion  of  a successful  course, 
“ Will  you  not  now  give  me  something  to  take  the 
mercury  out  of  the  system1?”  is,  “It  is  much  to  be 
wished  that  it  should  stay  in.” 

The  importance  of  dose. — In  the  employment  of 
specifics  in  the  treatment  of  syphilis  everything  may 
be  said  to  depend  on  dose.  The  statement  so  often 
made  respecting  patients,  that  they  “ cannot  bear  the 
smallest  quantity  of  mercury  or  iodide,”  may  always 
be  set  down  as  a mistake.  Reduce  the  dose  sufficiently 
and  the  drug  will  be  borne,  and  when  it  is  borne  it 
will  cure.  It  is  not  quantity  of  the  drug  which  is 
needed,  but  its  effect  on  the  organism ; and  if  the  specific 
effect  is  gained  by  a minute  quantity  it  is  not  only  not 
needful  but  bad  practice  to  attempt  t-o  increase  it. 
I have  never  yet  met  with  a patient  who  could  not 
take  either  iodide  of  potassium  or  mercury,  if  only  the 
dose  was  sufficiently  reduced.  The  chief  difficulties  in 
treatment  occur  with  those  who  are  insusceptible,  not 
in  those  who  respond  easily.  I have  repeatedly  reduced 
the  iodide  of  potassium  and  grejr  powder,  respectively, 
to  one-sixth  of  a grain  for  a dose,  and  then  found  them 
to  agree  well  and  to  manifest  specific  influence. 

Efficacy  of  early  treatment  in  preventing 
tertiary  symptoms. — Amongst  the  most  important  of 
the  many  problems  which  yet  remain  to  be  solved  by 
the  industry  of  future  investigators  is  the  influence 
of  treatment  in  the  early  periods  upon  the  liability 
to  tertiary  phenomena.  It  is  a question  of  extreme 
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difficulty,  being  made  so  chiefly  by  the  great  departures 
from  uniformity  which  syphilis  presents.  Tertiary 
symptoms  are  fortunately  exceptional,  whatever  may 
have  been  the  plan  of  treatment  pursued,  or  even  if  all 
treatment  have  been  omitted,  and  we  can  never  feel 
certain  that  they  have  been  prevented  by  any  special 
measures  which  may  have  been  adopted.  Nothing  less 
than  a most  painstaking  collection  of  cases,  each  one 
of  them  extending  over  a period  of  ten  years  at  least, 
can  settle  the  question.  When  we  remember  that  in 
very  few  indeed  is  the  same  plan  of  treatment  pur- 
sued throughout,  it  will  be  easily  seen  that  statistical 
evidence  of  the  kind  desired  is  not  likely  to  be  soon 
obtained.  We  must  as  yet,  and  for  long,  be  content 
with  general  impressions. 

There  is  no  doubt  whatever  that  the  symptoms  of  the 
secondary  stage  may  disappear  under  the  most  various 
plans  of  treatment,  or  without  any,  and  that  the 
patient  may  have  a long  period  of  absolute  immunity, 
with,  at  the  same  time,  no  complete  security  as  to  the 
future. 

Distinctions  of  stage. — Having  asserted  that  all 
forms  of  visceral  disease  may  occur  in  the  secondary 
stage,  and  that  every  tissue  in  the  body  may  be  affected 
during  it,  there  can  be  nothing  surprising  if,  to  many, 
it  should  seem  that  we  abandon  all  distinction  between 
the  secondary  and  the  tertiary  stages.  But  it  is  cer- 
tainly not  so.  We  abandon,  it  is  true,  arbitrary  rules 
of  classification,  but  it  is  with  the  result  of  obtaining 
a clearer  insight  as  regards  the  data  on  which  it  should 
be  based.  All  will  admit  that  for  a time  (as  to  the 
length  of  which,  it  is  true,  there  may  be  some  dispute) 
a syphilitic  inoculation  is  a local  matter ; then  follows 
a period  far  longer,  during  which  the  poison  is  free 
in  the  blood,  and  may,  through  it,  infect  all  the  tissues. 
We  do  not  know  how  long  this  condition  lasts,  but  we 
know  that  it  is  terminable,  and  that  there  will,  sooner 
or  later,  ensue  a state  of  the  body  in  which  the  fluids 
are  no  longer  infectious,  and  there  exists  no  longer  any 
tendency  to  generalised  outbreaks.  In  this  latter  con- 
dition, however,  the  patient  is  by  no  means  wholly  free 
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from  the  risk  of  morbid  phenomena  in  connection  with 
his  taint.  As  a rule,  even  the  tyro  can,  however,  easily 
distinguish  such  phenomena  from  those  of  the  early 
stage.  If  he  sees  a general  eruption  covering  the 
whole  body,  or  ulcers  in  both  tonsils,  or  double  iritis, 
he  does  not  listen  to  the  patient’s  assurance  that  it 
is  many  years  since  his  syphilis,  but  feels  perfectly 
confident  that  there  has  been  some  recent  infection. 
Thus,  for  practical  purposes,  and  in  a great  majority 
of  cases,  the  distinction  of  stages  is  definite  and  easily 
recognised. 

Life-Ion:;  courses  ol  mercury. — In  cases  in 
which  there  are  the  premonitory  symptoms  of  general 
paralysis  of  the  insane,  I have  for  long  been  in  the 
habit  of  advising  the  continuous  use  of  mercury  for 
years.  In  doses  of  from  half  a grain  to  a grain  of 
the  hydrargyrum  cum  creta  three  times  a day,  and  in 
combination,  if  need  be,  with  a tonic,  this  drug  may 
be  given  continuously  for  many  years  together,  not  only 
with  impunity,  but  with  great  advantage  to  the  general 
health.  At  the  same  time,  those  threatened  with  this 
terrible  malady  must  be  emphatically  warned  against 
sexual  indulgence  and  all  forms  of  intemperance. 

The  action  ol  specifics  not  always  lliat  ol 
parasiticides.— It  is  highly  probable  that  we  must 
regard  the  efficiency  of  mercury  in  the  cure  of  syphilis 
under  two  different  aspects.  In  the  early  stages  it  is 
undoubtedly  a parasiticide  and  destroys  the  spirillum ; 
in  later  periods  it  is  often  useful  against  forms  of 
inflammatory  action,  concerning  which  it  is  not  by  any 
means  proved  that  the  parasite  is  present.  As  to  a 
large  number  of  this  latter  class  it  is  indeed  highly 
improbable  that  the  action  of  the  specifics  (both  mer- 
cury and  the  iodide  of  potassium)  is  simply  that  of 
parasiticides. 
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OBJECTIONS  TO  CERTAIN  METHODS  OF 
TREATING  SYPHILIS 

As  1 do  not  recommend  tor  general  adoption  any  other 
method  of  treatment  than  that  by  small  doses  admin- 
istered by  the  mouth  and  continued  for  very  long- 
periods,  I shall  not  describe  other  plans  at  any  great 
length.  As  I have  already  done  repeatedly,  I fully 
acknowledge  that  all  methods  by  which  mercury  is 
introduced  into  the  system  are  valuable  in  the  early 
stages  of  syphilis.  It  is  not,  however,  wise  to  resort 
to  second-best  when  the  best  can  be  had,  and  he  is  not 
always  the  most  successful  soldier  who  goes  to  battle 
furnished  with  a variety  of  weapons.  It  is  better  to  know 
how  to  use  one  drug  well  than  to  have  a half-acquaint- 
ance with  fifty.  In  the  present  instance  I believe  that 
he  who  has  learnt  how  to  prescribe  grey-powder  and 
the  iodide  of  potassium,  how  to  adjust  their  doses  and 
their  combinations,  will  generally  act  for  the  advan- 
tage of  his  patients  if  he  ignores  all  acquaintanceship 
not  only  with  inunctions,  baths,  and  hypodermics,  but 
with  the  innumerable  chemical  novelties  which  are  from 
time  to  time  forced  upon  our  attention.  Simplicity, 
directness,  and  economy  are  principles  which  must  be 
kept  constantly  in  view  in  our  selection  of  weapons 
with  which  to  conquer  such  a disease  as  syphilis.  In 
the  present  chapter  I shall  confine  attention  to  the 
statement  of  objections  to  those  plans  of  treatment 
which  are  not  advocated  in  this  book.  In  order  to 
avoid  the  appearance  of  partiality  it  may  be  well  to 
allow  the  advocates  of  these  methods  as  far  as  possible 
to  make  their  own  disclosures. 

Respecting  the  use  of  the  mercurial  vapour  bafli, 

514 


OBJECTIONS  TO  INUNCTION 


515 


it  is  scarcely  needful  to  make  further  allegations  than 
that  it  is  both  troublesome  and  expensive.  These 
baths  come  within  the  reach  of  only  a few.  They  can 
be  employed  only  by  private  specialists  or  in  public 
institutions. 

Inunction. — This  method,  perhaps  the  oldest  in 
European  practice,  has  the  disadvantage  of  being 
possible  only  to  certain  classes.  It  cannot  be  suitably 
carried  out  at  the  home  of  the  patient,  since  it  is  dirty 
and  certain  to  lead  to  betrayal.  It  is  liable  to  cause 
unexpectedly  profuse  salivation,  and  is  by  no  means 
free  from  the  risk  of  causing  diarrhoea.  Its  drawbacks 
arc,  however,  more  of  the  nature  of  inconveniences 
than  real  dangers,  but  they  are  such  as  to  have  led 
to  general  disuse  excepting  for  special  cases  and  as 
constituting  imposing  features  at  certain  places  of 
popular  resort. 

Lacy  mentions  cases  of  membranous  enteritis  after 
the  daily  inunction  of  blue  ointment,  and  in  six  cases 
found,  post  mortem , the  lesions  of  mercurial  dysentery. 
Neisser  in  two  cases  observed  most  alarming  stomatitis 
after  five  and  seven  inunctions  respectively,  and  in  one 
case  a large  slough  was  thrown  off  from  the  back  of 
the  tongue.  After  citing  many  other  cases  recorded 
by  other  authors,  and  especially  the  statement  by 
Fournier  that  he  was  one  of  those  who  had  cause  to 
fear  the  employment  of  mercury  by  inunction,  Lacy 
sums  up  as  follows  : — 

“ In  reviewing  these  and  other  cases  which  have  been 
reported,  we  are  forced,  after  a careful  examination 
of  the  facts  in  each  case,  to  the  conclusion  that  it  is 
the  form  of  treatment  which  leads  in  otherwise  healthy 
individuals  most  frequently  to  grave  complications  and 
to  fatal  intestinal  disturbances.  The  amount  of  mer- 
cury incorporated  into  the  body  in  inunctions  is,  as  it 
were,  uncontrollable.” 

The  same  authority  makes  a somewhat  unexpected 
admission  as  to  failures  with  inunction  methods  : — 
“ Cases  in  which  inunctions  are  ineffectual  and  in 
which  subcutaneous  injections  only  produce  results  have 
frequently  occurred  in  my  practice  and  in  that  of 
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others  ” (p.  307).  “ It  is  probable  that  the  skin  of  some 

individuals  is  less  suited  for  the  absorption  of  mercury 
than  that  of  others.” 

Injections. — Marshall,  who  carefully  contrasted  the 
results  in  sixty-nine  cases,  found  relapses  twice  as 
frequent  after  injection  treatment  as  after  inunction. 
Four  of  his  thirty-seven  injection  cases  had  severe 
iritis,  and  one  “ early  tertiaries.”  Of  the  thirty-two 
inunction  cases,  iritis  occurred  in  only  one. 

There  is  an  aspect  of  this  question  which  I would 
most  willingly  avoid  did  it  not  seem  a duty  to  advert 
to  it.  There  is  no  doubt  that  the  injection  treatment  of 
syphilis,  as  compared  with  other  methods,  much  more 
definitely  keeps  the  patient  in  his  surgeon’s  hands 
and  greatly  increases  his  emoluments.  It  thus  offers 
to  the  needy  and  unscrupulous  a temptation  too 
powerful  to  be  always  resisted.  That  the  latter  are 
a very  small  minority  of  those  who  have  adopted 
it  must  be  most  fully  and  thankfully  acknowledged. 
At  the  same  time,  none  who  have  of  late  years 
been  in  any  degree  behind  the  scenes  can  doubt  the 
reality  of  the  peril.  The  evil  does  not  end  with 
the  moral  degradation  of  the  practitioner  or  the 
pecuniary  fine  on  his  patient.  It  must  in  the  long 
run  tend  to  reduce  the  efficiency  of  the  treatment  of 
syphilis.  That  the  injection  plan  is  expensive,  and 
cannot  be  made  otherwise,  is  an  objection  which  applies 
alike,  though  not  equally,  to  the  honest  and  the  dis- 
honest use  of  the  syringe.  Now  a large  majority  of 
those  who  contract  syphilis  are  young  men  not  of  large 
means.  Nor  are  they,  in  many  instances,  of  profligate 
habits  or  those  who  can  afford  to  be  careless  of  reputa- 
tion. To  them  secrecy  is  essential  and  economy  of  great 
importance.  Such  men,  often  mere  youths,  will  in  the 
onset,  having  been  assured  that  all  other  treatment  is 
delusive,  eagerly  engage  in  the  syringe  plan.  In  the 
course  of  a few  months  they  find  themselves  under  the 
necessity  of  either  abandoning  it  or  making  their  needs 
known  to  their  relatives,  or,  what  comes  usually  to 
the  same  thing,  attending  regularly  at  some  public 
institution. 
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Concerning  the  superiority  of  injections,  M.  Jullien, 
the  surgeon  of  St.  Lazare  in  Paris,  has  written  : — 

“II  n’y  a aucune  comparaison  a etablir  entre  les  injections 
quelles  cpi’elles  soient,  solubles  et  surtout  insolubles,  et  les 
pilules  que  l’on  continuait  jadis  plus  ou  moins  indeiiniment 
avec  accompagnement  de  la  stomatite  obligatoire;  nos  armes 
modernes  sont  exactes  et  depourvues  d'inconvenient,  mais, 
comme  toute  arme  de  precision,  elles  deviennent  dangereuses 
des  que  l’emploi  est  liasarde,  capricieux,  ou  irregulier.  Mieux 
vaudrait  cent  fois  s’en  tenir  aux  methodcs  anciennes  que 
d’aborder,  sans  une  education  et  une  discipline  severes,  les 
pratiques  qui  out  assure  le  renom  imperissable  de  Scarenzio 
et  de  Lang.” 

All  who  propose  to  use  the  injection  treatment  of 
syphilis  should  first  read  a lecture  by  one  of  its  warmest 
advocates,  Mr.  Ernest  Lane,  which  was  published  in 
the  Polyclinic  Journal  for  November,  1904.  Mr.  Lane 
gives  details  as  to  the  anatomy  of  the  parts  into  which 
the  injection  is  to  be  made,  and  states  that  formerly 
when  the  needle  was  plunged  haphazard  into  the  but- 
tock, accidents  of  more  or  less  gravity  not  unfrequently 
supervened.  He  especially  mentions  abscesses,  accom- 
panied “ by  acute  suffering,”  “ long-continued  attacks 
of  sciatica,”  and  “ grave  pulmonary  complications 
attributable  to  the  formation  of  embolic  infarcts  in 
branches  of  the  pulmonary  veins.”  With  the  insoluble 
salts  he  tells  us  “ that  absorption  is  not  so  certain ; 
it  may  take  place  with  unexpected  rapidity,  or  it  may 
be  slow  owing  to  the  solution  becoming  encysted  for 
a time  and  then  suddenly  thrown  into  the  circulation.” 
This  latter  class  of  risks  may  be  pretty  much  avoided 
by  using  not  the  oily  but  the  watery  solutions;  but 
thei’e  is  the  objection  to  the  latter  that  they  require  to 
be  repeated  every  day.  The  importance  of  sterilising 
the  syringe,  the  bottle,  and  the  solution,  and  of  keeping 
the  latter  in  hermetically  sealed  tubes,  is  strongly  in- 
sisted on.  It  is  admitted  as  regards  both  preparations, 
that  intolerance  is  sometimes  manifested,  and  that 
“ occasionally  attacks  of  enteritis  or  nephritis  necessi- 
tate an  interruption  of  the  treatment.”  The  gravamen 
of  the  case,  however,  rests  in  this,  that  with  the  oil 
preparation  you  cannot  arrest  the  absorption.  How- 
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over  severe  may  be  the  ptyalism,  the  enteritis,  or  the 
nephritis,  after  the  mercury  has  once  been  introduced 
its  effects  are  beyond  control.  Absorption  continues, 
and  from  day  to  day  the  evil  is  aggravated.  Many 
fatal  cases  have  occurred,  chiefly  by  ptyalism.  In  one 
such  the  doses  which  had  been  used  were  only  small  and 
few  in  number,  but,  after  the  third,  violent  salivation 
ensued,  and,  in  spite  of  treatment,  became  worse  and 
worse,  until  death  followed.  It  is  not  easy  to  imagine 
a more  painful  position  for  a medical  man  to  occupy 
than  the  watching  of  a case  of  this  kind,  powerless  to 
restrain  the  fatal  effects  of  his  own  measures.  In  some 
instances  resort  has  been  had  to  excision  of  the  portion 
of  muscle  containing  the  oil,  and  this  measure,  how- 
ever unpromising  and  humiliating,  ought  certainly  to 
be  promptly  employed  in  all  severely  threatening  cases. 

It  is  difficult,  however,  to  see  what  are  the  induce- 
ments which  should  lead  to  a preference  for  this  very 
risky  procedure  when  it  is  easy  to  obtain  all  its  ad- 
vantages by  one  which  is  almost  wholly  free  from 
inconvenience.  In  order  to  emphasise  my  argument 
I must  make  some  further  quotations. 

Stomatitis  from  a mercurial  injection  given 
tive  months  previously. — Menetrier  and  Bouchard 
(Bull,  de  la  Soc.  Med.  des  Hopitaux,  June  22nd,  p.  674). 
A woman,  aged  thirty-eight,  was  admitted  to  hospital 
on  March  22nd,  1906.  She  was  salivated,  her  breath 
was  foetid,  and  mastication  was  painful.  The  tongue 
was  furred  and  swollen;  the  teeth  were  covered  with 
tartar ; the  gums  were  red  and  swollen,  and  there  was 
pus  in  the  sockets  between  the  gums  and  the  teeth. 
On  the  left  pillar  of  the  fauces  was  an  ulcer  with  a 
greyish  coating.  On  the  internal  surfaces  of  the  cheeks, 
at  the  level  of  the  crowns  of  the  teeth,  were  two  or 
three  ulcers.  There  were  no  gastro-intestinal  symptoms, 
nor  was  there  albuminuria. 

Mercurial  stomatitis  was  suspected,  but  the  patient 
denied  that  she  had  taken  mercury.  Chlorate  of  potash 
was  given,  and  the  mouth  was  frequently  cleansed 
with  oxygenated  water.  The  foetor  disappeared,  the 
salivation  almost  ceased,  and  the  ulcers  began  to  heal. 
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The  patient  left  hospital  on  April  1st,  but  returned 
on  the  J 2th  with  another  attack  of  stomatitis  more  in- 
tense than  the  previous  one.  She  stated  that  she  had 
not  neglected  to  wash  her  mouth  daily.  The  whole  body 
was  then  minutely  examined.  In  the  subcutaneous  fat 
of  the  right  buttock  a lump  of  the  size  of  a hazel  nut 
was  discovered,  and  in  the  left  buttock  a smaller  one. 
On  being  questioned  the  patient  stated  that  she  had 
received  an  injection  in  the  left  buttock  in  March, 
1905,  and  one  in  the  right  buttock  in  October.  The 
urine  wras  analysed,  and  wras  found  to  contain  a trace 
of  mercury.  The  lump  in  the  right  buttock  was  ex- 
cised, and  the  stomatitis  rapidly  improved.  The  lump 
was  entirely  subcutaneous,  and  on  section  showTed  a 
greyish  and  yellowish  surface  hollowed  out  into 
little  cavities.  Microscopic  examination  showed  that 
the  lump  was  composed  of  fibrous  tissue,  and  that  the 
cavities  contained  fat,  crystals  of  calomel,  and  globules 
of  metallic  mercury. 

Fatal  effects  from  small  doses  and  after  a short 
course. — Dr.  Le  Noir  has  reported  a case  of  fatal  mer- 
curial poisoning  after  injections  of  seven  drops  of  grey 
oil,  given  at  intervals  of  a week.  This  preparation — 
huile  rjrise- — contains  40  per  cent,  of  metallic  mercury, 
1 cubic  centimetre  representing  50  centigrammes,  or 

grains,  of  mercury.  The  signs  noted  were  an  intense 
ulcerative  and  gangrenous  stomatitis,  fever,  albumin- 
uria, diarrhoea,  and,  at  the  autopsy,  lesions  of  enteritis 
and  toxic  nephritis. 

Death  from  the  use  ot  mercurial  injections. 

— Le  Noir  and  Camus  (Bull,  de  la  Soc.  Med.  des 
H opitaux,  January  12th,  p.  8).  A woman  was  ad- 
mitted to  hospital  suffering  from  intense  ulcerative 
and  gangrenous  stomatitis.  Two  months  previously 
she  had  a sore  on  one  of  the  labia.  At  intervals  of 
eight  days,  seven  drops  of  “grey  oil”  were  injected 
into  the  muscles  of  the  buttock  on  four  occasions. 
Three  days  after  the  last  injection  salivation  began. 
The  following  is  the  abstract  given  in  the  Medical 
Review : — 

“ The  gums  were  red  and  swollen,  and  in  places 
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superficially  ulcerated,  and  there  was  abundant  saliva- 
tion with  great  foetor  of  the  breath.  The  tongue  was 
swollen  and  painful.  On  the  internal  surface  of  the 
left  cheek  was  an  ulcer  of  the  size  of  a two-franc  piece, 
with  a greyish  and  sanious  coating.  There  were  no 
signs  of  syphilis.  The  temperature  was  99'6°  in  the 
morning  and  1007°  in  the  evening.  The  urine  was 
very  albuminous.  The  stools  were  frequent,  foetid,  and 
blackish.  Potassium  chlorate  was  given,  and  the  mouth 
and  teeth  were  frequently  washed.  Twelve  days  after 
admission  the  state  of  the  mouth  was  much  worse. 
The  ulcer  on  the  cheek  was  of  the  size  of  a five-franc 
piece,  and  was  covered  with  a slough.  The  ulcer  was 
very  feetid.  The  temperature  did  not  rise  above  98'9°. 
Nourishment  was  taken  with  great  difficulty  and  in 
insufficient  quantity.  The  diarrhoea  persisted  and  the 
patient  Avasted.  A mouth-wash  of  oxygenated  Avater 
was  prescribed.  On  the  following  days  the  condition 
became  worse.  On  the  internal  surface  of  each  cheek 
was  a gangrenous  patch  occupying  more  than  half  its 
extent,  and  surrounded  by  a line  of  demarcation  re- 
sembling noma.  On  the  external  surface  of  the  left 
cheek  the  skin  Avas  red  and  oedematous.  There  were 
also  gangrenous  patches  on  the  soft  and  hard  palate 
and  the  lower  surface  of  the  tip  of  the  tongue.  Masti- 
cation was  impossible,  and  deglutition  and  phonation 
were  very  painful.  The  emaciation  progressed  rapidly, 
and  diarrhoea  increased.  Vomiting  occurred,  and  in 
spite  of  slight  improvement  of  the  mouth,  the  patient 
became  anaemic  and  weaker,  and  died  in  a state  of 
hypothermia,  the  temperature  being  only  95' 5°. 

“ Necropsy. — The  buccal  ulcers  Avere  in  process  of 
repair.  On  the  stomach  and  intestines  were  numerous 
ecchynioses.  The  colon  was  congested  and  covered  with 
a greyish-green  gelatinous  coating.  The  kidneys  showed 
acute  nephritis,  the  epithelium  being  in  a state  of 
granular  and  granulo-fatty  degeneration.” 

Comment.— In  this  case  neither  the  doses,  which 
were  not  large,  nor  any  feebleness  of  the  patient  could 
be  invoked.  Evidently  there  was  some  idiosyncrasy 
to  the  drug. 
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St*  vert*  poisoning  alter  a slioil  tresitmeiit. 
Excision  ami  demonstration  of  mercury. — 

J.  A.  Sicard  (ibid.,  January  19th,  p.  25).  A young- 
man  was  given  weekly  an  injection  of  “ grey  oil,”  con- 
taining the  regular  dose  of  from  8 to  10  cgm.  of 
metallic  mercury.  Three  days  after  the  fourth  injec- 
tion, severe  toxic  symptoms — stomatitis,  albuminuria, 
nausea,  and  enteritis — rapidly  appeared.  At  the  site 
of  the  injections  in  the  left  buttock  was  a large  swell- 
ing. Radiography  showed  the  presence  of  metallic  mer- 
cury. The  swelling  was  excised  and  was  found  to 
contain  lardaceous  material  in  which  were  the  remains 
of  the  mercury.  Recovery  followed. 

I might  add  to  the  above  a large  number  of  similar 
narratives,  but  enough  has  been  given  to  prove  that  the 
injection  method  does  not  admit  of  adjustment  of  dose, 
and  that  it  has  no  claim  to  be  considered  “ more 
scientific  ” than  administration  by  the  mouth. 

See  also  the  Medical  Review,  1S99,  p.  234,  from 
which  excellent  journal  several  of  the  above  cases  have 
been  taken. 

In  what  I have  adduced  in  this  chapter  in  reference 
to  the  inconveniences  and  dangers  of  the  inunction, 
and  more  especially  of  the  hypodermic,  methods  of 
treatment,  I feel  sure  that  there  is  not  only  no  ex- 
aggeration but  much  understatement.  Of  the  ill  results 
from  injection  but  a small  part  is  ever  published. 
Inunction  and  the  vapour  bath  are  both  far  more 
manageable;  they  arc  both  less  liable  to  cause  diarrhoea 
than  is  introduction  by  the  mouth,  but  that  is  their 
only  advantage,  for  they  are  at  least  equally  prone  to 
cause  unexpected  ptyalism. 


CHAPTER  LII 


SOME  OPINIONS  OF  AUTHORS  AS  TO  THE  TREAT- 
MENT OF  SYPHILIS  BY  MERCURY 

In  what  I have  hitherto  written  as  to  the  treatment 
of  syphilis  it  has  been  assumed  that  all  are  now  agreed 
that  specifics  ought  to  be  used,  and  that  the  question 
simply  is  as  to  their  mode  of  employment  and  dose. 
Lest  we  should  proceed  too  fast  and  too  confidently 
in  this  direction  it  may  be  well  to  recur  briefly  to  the 
opinions  and  teaching  of  the  non-mercurialist  school. 
That  school  has  at  the  present  very  few  adherents.  I 
should  be  at  a loss  to  name  an  anti-mercurialist  of 
note  either  at  home  or  abroad.  The  unanimity  of 
opinion  in  our  standard  books  is  very  remarkable. 
Great  progress  has  been  made  in  this  direction  during 
the  last  half-century,  and  I cannot  but  think  that  the 
introduction  of  the  method  by  long-continued  small 
doses  has  had  a great  influence  in  assisting  it.  That 
I may  impartially  represent  the  opinions  which  used 
to  be  prevalent,  I venture  to  extract  a page  from 
the  excellent  work  on  Medicine  published  by  the 
late  Dr.  Aitken.*  I quote  from  the  second  edition, 
dated  1863  : — 

“There  are  remarkable  variations  in  opinion  as  to  its  in- 
fluence in  curing  syphilis.  At  one  time  discussion  ran  high 
regarding  its  use ; and,  of  course,  extreme  statements  were 
made  on  both  sides,  while  the  facts  adduced  never  warranted 
the  extreme  conclusions.  Consequently  at  one  time  mercury  has 
been  regarded  as  capable  of  absolutely  preventing  the  con- 
stitutional affection ; at  another  time  it  has  been  accused  of 
giving  to  the  syphilitic  virus  the  impulse  which  sets  up  the 
constitutional  affection.  It  is  now  quite  certain,  however, 
that  mercury  administered  continuously  to  the  extent  of 

* Dr.  Aitken  : “ The  Science  and  Practice  of  Medicine,”  vol.  i.,  p.  719. 
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salivation,  or  approaching  it,  exerts  a poisonous  influence,  and 
produces  constitutional  effects  very  similar  to  those  produced 
by  syphilis  (Graves);  and  Hunter  himself  says,  ‘ new  diseases 
arise  from  mercury  alone  ’ ; while  it  cannot  be  doubted  that 
in  cases  in  which  mercury  has  been  freely  given  we  are  never 
certain  that  secondary  symptoms  may  not  supervene.  Baren- 
sprung,  of  Berlin,  during  his  most  extensive  experience,  has 
come  to  the  conclusion  that  syphilis  not  only  can  be  cured 
without  mercury,  but  he  avows  that  under  its  use  the  disease 
is  often  rendered  latent  for  months  and  years,  and  its  complete 
cure  delayed.  He  is  of  opinion  that  mercury  deteriorates  the 
constitution,  and  favours  the  development  of  destructive  local 
affections.  The  non-mercurial  treatment  is  slower,  but  surer; 
starvation  and  Zitmann’s  decoction  being  the  means  he 
employs.  He  believes  that  the  proportion  of  cases  of  constitu- 
tional syphilis  to  those  of  chancre  has  been  greatly  diminished 
since  mercurial  treatment  has  been  discontinued.  Herman  has 
come  to  similar  conclusions  from  his  experience  in  the  syphilitic 
wards  of  the  Vienna  Infirmary.  He  believes  that  the  non-mer- 
curial treatment  is  much  more  speedy  and  successful  than  the 
mercurial,  that  no  relapses  occur,  and  that  cutaneous  eruption 
is  much  more  frequent  and  severe  in  patients  who  have  taken 
mercury.  The  experience  of  Diday  is  less  decided.  He  states 
that  mercury  cannot  now  be  said  to  cure  syphilis  radically,  so 
as  to  render  relapse  impossible.  Its  warmest  advocates  do 
not  in  the  present  day  claim  more  for  it  than  the  power  of 
delaying  only  the  appearance  of  certain  other  lesions.  He 
imputes  to  it  positively,  and  on  sufficient  clinical  evidence,  the 
following  disadvantages : (1)  it  tends  to  render  the  primary 
ulcer  phagedamic , (2)  it  tends  to  induce  stomatitis  and  necrosis 
of  the  alveolar  borders;  (3)  it  produces  an  acute  affection  of 
the  gastro-intestinal  mucous  membrane  and  dyspepsia;  (4)  it 
brings  on  trembling-  of  the  extremities,  apoplexy,  and  insanity. 
All  of  these  results  he  has  seen  supervene,  even  when  the  treat- 
ment by  mercury  was  superintended  and  directed  by  the  most 
competent  and  attentive  practitioners. 

“Numerous  examples  may  be  seen  in  museums,  which  show 
that  the  poisonous  effects  of  mercury  produce  the  worse  lesions 
of  the  two ; and  when  combined  with  the  syphilitic  virus,  the 
worst  of  all.  In  the  extreme  of  syphilitic  infection  it  ought 
never  to  be  forgotten  that  a specific  chlorosis  results  from 
syphilis,  amounting  to  anaemia,  and  that  mercury  will  bring 
about  a similar  anaemia,  while  numerous  instances  are  quoted 
by  authors  of  the  poisonous  effects  of  mercury,  inducing  lesions 
similar  to  those  of  syphilis.  Both  kinds  of  treatment  (mer- 
curial and  non-mercurial)  have  been  extensively  tried  since 
1816,  and  formal  experiments  have  been  organised  on  the 
subject,  namely,  first,  in  1822,  in  Sweden,  by  royal  command, 
when  reports  were  annually  furnished  from  civil  and  military 
hospitals  as  to  trials  of  the  two  methods;  in  the  second  place. 
Dr.  Fricke  experimented  in  the  Hamburg  General  Hospital, 
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and  published  his  results  in  1828;  while,  thirdly,  in  1833  the 
French  Council  of  Health  published  a report  on  the  subject. 

“From  all  these  accounts  more  than  80,000  cases  were  sub- 
mitted to  experiment,  and  they  go  to  show  that  syphilis  is 
cured  in  a shorter  time,  and  with  less  chance  of  constitutional 
effects,  by  the  simple  than  by  the  mercurial  treatment. 

“It  is  extremely  interesting  and  gratifying  to  be  able  to 
say  that  long  before  any  of  these  reports  were  initiated,  the 
surgeons  of  the  British  army  perceived  the  ravages  of  the 
combined  poisons  of  mercury  and  syphilis,  and  had  the  bold- 
ness to  declare  themselves  against  the  system  of  treatment 
with  mercury,  and  to  introduce  the  milder  measure  of  non- 
mercurial treatment.  The  credit  of  this  improvement  is  mainly 
due  (1)  to  Mr.  Ferguson,  who  practised  it  during  the  Peninsular- 
Wars;*  (2)  to  Mr.  Rose,  of  the  Coldstream  Guards,  at  the  same 
time,  but  independently  of  Mr.  Ferguson;  (3)  to  Dr.  John 
Thomson,  the  first  professor  of  military  surgery  who,  by 
lectures  and  writings,  was  mainly  influential  in  convincing 
Scotch  medical  men  of  the  evil  effects  of  mercury  in  venereal 
diseases.” 


It  is  strange  indeed,  in  the  light  of  the  experience 
of  to-day,  to  read  statements  such  as  those  just  quoted, 
and  to  find  names  of  the  highest  authority,  and  statis- 
tics collected  on  the  largest  scale,  arrayed  in  support 
of  opinions  which  seem  to  us  so  erroneous.  A misgiving 
comes  over  the  mind  that  we  ourselves  are,  after  all, 
treating  our  patients  capriciously,  and  in  defiance  of  the 
verdict  of  the  past. 

I cannot,  however,  for  one  moment  believe  that 
such  is  the  case.  The  fact  is,  that  the  method  of  ad- 
ministration has  changed,  and  that  we  now  no  longer 
use  the  drug  in  the  large  and  injurious  doses  which 
were  formerly  employed.  The  statistics  of  the  past  were 
collected  in  respect  to  cases  which  had  been  treated  by 
courses  of  a few  weeks  only,  and  by  the  rapid  induction 
of  pytalism.  We  now  avoid  all  constitutional  signs  of 
the  influence  of  the  drug,  and  are  content  to  see  the 
symptoms  fade  away,  but  we  continue  the  administra- 
tion through  very  long  periods.  Thus,  so  far  from  the 
general  health  being  injured,  it  is  usually  improved, 
and  of  maladies  due  to  the  mercury  we  know  almost 
nothing.  That  our  patients  get  easily  and  permanently 
well  as  regards  the  secondary  symptoms  is  unquestion- 

* Med.-Chvr.  Trans.,  vol.  iv. 


525 


lii]  THE  NON -MERCURI ALIST  SCHOOLS 

able;  indeed,  if  the  course  be  commenced  early  enough, 
these  may  usually  be  wholly  prevented.  It  is  to  be 
admitted  that  the  degree  of  immunity  obtained  as  re- 
gards tertiaries  is  still  a question  needing  further 
investigation.  But  respecting  this  also,  I believe  that 
we  may  regard  the  small-dose  method  of  the  use  of 
mercury  in  syphilis  with  considerable  confidence.  Nor 
must  we  forget  that  in  the  iodide  of  potassium  the 
modern  surgeon  possesses  a remedy  which  enables 
him  to  put  aside  mercury  in  cases  (bone  disease,  for 
instance)  unsuitable  for  it. 

It  is  difficult,  if  not  impossible,  to  construct 
numerical  statements  in  reference  to  the  treatment  of 
syphilis  which  are  trustworthy.  It  is  very  easy  to 
produce  those  which  are  very  misleading.  The  period 
of  treatment  is  prolonged,  and  the  different  measures 
are  full  of  detail.  It  is  not  sufficient  to  chronicle 
treatment  by  pills  or  by  injection  without  stating 
the  stage  of  the  disease  at  which  it  was  commenced, 
the  doses  which  were  given,  and  the  length  of  time 
during  which  the  course  was  prolonged.  Yet,  unless 
all  these  points  are  attended  to,  the  facts  recorded  are 
not  comparable,  and  deductions  from  them  are  worse 
than  useless. 


CHAPTER  LIII 


RECAPITULATION  OF  TREATMENT 

Many  questions  of  treatment  have  already  been  dis- 
cussed in  the  preceding  pages,  but  the  subject  is  so 
important  that,  at  the  risk  of  repetition,  it  may  be 
well  to  recapitulate  and  enlarge  upon  it.  The  treat- 
ment of  syphilis  has  in  recent  years  almost  narrowed 
itself  down  to  the  judicious  use  of  two  specifics.  When 
we  have  constructed  sound  rules  for  the  administration 
of  mercury  and  of  the  iodide  of  potassium,  our  task 
is  almost  done.  In  former  times,  various  vegetable 
specifics  enjoyed  a certain  amount  of  repute.  The 
discovery  of  the  iodide  of  potassium,  and  the  assign- 
ment of  its  place  as  the  adjuvant  of  mercury,  have, 
however,  so  fully  reinforced  the  latter  drug  that  we 
now  seldom  hear  mention  of  any  other  remedies.*  It 
is  precisely  in  the  cases  in  which  mercury  either  fails 
to  cure  or  definitely  disagrees  that  the  iodide  is 
efficient,  and  few  indeed  are  those  which  the  judicious 
use  of  one  or  the  other,  or  of  a combination,  will  not 
the  employment  of  these  all-important  drugs. 

Some  general  rules  may  be  offered  for  guidance  in 
the  employment  of  these  all-important  drugs. 

Mercury  and  iodide  of  potassium.  — In  the 
early  stages  of  syphilis  the  iodide  of  potassium  is  com- 
paratively powerless,  and  mercury  should  always  be 
used.  Thus,  the  induration  of  a primary  sore  will 
resist  the  influence  of  the  former,  but  disappears  at 
once  when  mercury  is  given.  So  also  of  the  secondary 
phenomena,  all  of  which,  excepting,  perhaps,  sore 

* We  may  admit  the  claim  of  arsenic  to  rank  as  a third  specific  in 
virtue  of  its  parasiticidal  power.  It  had  long  ago  enjoyed  reputation  in 
the  form  of  Donovan’s  solution,  and  recently  in  various  organic  preuara- 
tions  has  obtained  some  renewed  favour  (atoxyl,  soamiu,  etc.). 
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throat  and  sores  in  the  mouth,  are  best  treated  by 
mercury.*  The  later  the  manifestation,  the  longer  the 
period  since  the  primary  symptoms,  the  greater  the 
probability  that  the  iodides  will  prove  efficient.  Thus, 
against  all  forms  of  tertiary  gummata,  whether  in 
muscles,  in  cellular  tissue,  or  in  glands,  the  influence 
of  the  iodide  is  usually  shown  in  the  most  rapid  and 
definite  manner.  A lump  in  the  tongue,  in  the  testis, 
or  in  a muscle,  will  often  be  absorbed  under  the  iodide 
with  a speed  not  less  remarkable  than  the  disappear- 
ance of  a large  primary  induration  under  mercury. 
Nor  does  the  precise  stage  of  the  gumma  appear  to 
make  much  difference,  for  the  specific  power  of  the 
drug  is  shown  just  as  clearly  against  an  open  ulcer 
as  against  a deeply  placed  infiltration.  From  this 
assertion  of  the  efficiency  of  the  iodide  against  all 
tertiary  symptoms,  it  must  not  be  assumed  that  mer- 
cury is  not  useful  in  them,  nor  even  that,  in  many 
such  cases,  it  is  not  the  better  of  the  two.  With  some, 
however,  it  certainly  does  not  agree ; a fact  which  was 
abundantly  proved  by  the  frequent  intractability  of 
tertiary  syphilis  in  the  times  before  the  iodide  was 
known. 

In  forming  a comparative  estimate  of  the  value  of 
these  two  drugs,  attention  must  be  given  not  only  to 
the  stage  of  the  disease,  but  to  the  dose  of  the  remedy 
and  the  idiosyncrasy  of  the  patient.  The  iodide  has 
certainly  during  the  last  quarter  of  a century  lost 
some  of  the  repute  which  it  enjoyed,  and  mercury 
has  correspondingly  gained.  This  gradual  change  of 
opinion  has  been  coincident  with  the  employment  of 
mercury  in  much  smaller  doses  than  formerly,  and 
its  combination  with  tonics.  In  a great  number  of 
patients,  mercury,  if  the  dose  be  but  small  enough, 
seems  itself  to  act  as  a tonic,  and  careful  observations 
have  proved  that  not  only  does  it  favour  depuration 
by  the  glandular  system,  but  that  it  actually  increases 
the  number  of  red  corpuscles  in  the  blood.  Every- 
thing depends  upon  the  dose.  Instances  of  extreme 
idiosyncrasy  are  not  common  in  the  case  of  mercury, 
* To  this  the  very  rare  bullous  syphilides  are  an  exception. 
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but  we  do  occasionally  meet  with  patients  in  whom 
the  smallest  doses  disagree,  and,  conversely,  with  others 
who  take  very  large  doses  for  long  periods  with  but 
little  appreciable  effect.  With  regard  to  the  iodide, 
idiosyncrasy  plays  a much  more  important  part.  Many 
persons  cannot  take  ordinary  doses  without  poisonous 
effects ; many  more,  who  can  take  them,  yet  experience 
under  their  influence — curative  as  regards  the  malady — 
a degree  of  depression  of  nerve-tone  which  causes  real 
distress.  Whilst,  in  the  case  of  mercury,  tolerance  is 
seldom  much  increased  by  habit,  the  reverse  is  the  fact 
as  to  the  iodide.  With  the  latter,  in  almost  all 
persons,  without  regard  to  idiosyncrasy  in  the  first 
instance,  it  is  possible,  by  gradual  additions,  to  obtain 
at  length  tolerance  for  large  doses.  It  is  one  of  those 
drugs  respecting  which  the  curious  statement  is  true, 
that  the  dose  does  not  much  matter.  We  often  get 
as  good  effects  from  small  doses  as  from  large,  and 
the  most  severe  examples  of  poisoning  have  usually 
been  from  very  small  ones.  I have  often  known 
patients  cured  in  the  most  definite  manner  by  doses 
of  less  than  a single  grain,  and,  on  the  other  hand, 
have  known  a patient  to  take,  on  his  own  prescrip- 
tion, more  than  an  ounce  and  a half  in  the  day.  If  a 
patient  has  become  tolerant  and  his  symptoms  do  not 
yield,  it  is  often  wise  to  increase  the  dose  freely ; but, 
as  a rule,  it  may  be  doubted  whether  the  very  large 
doses  now,  or  recently,  in  fashion  do  anything  more 
than  might  be  effected  by  much  more  moderate 
quantities. 

The  fear  of  causing  absorption  of  the  mammae  or 
testes  by  the  prolonged  use  of  iodides  exercises  but 
little  influence  on  the  minds  of  modern  prescribers. 
Although,  however,  these  resiilts  are  very  infrequent, 
yet  it  must  be  fully  recognised  that  the  iodide  does 
often  depress  the  sexual  function  very  definitely  whilst 
it  is  in  use,  and  possibly  in  some  instances  does 
permanent  injury  to  it.  Many  persons  become  low- 
spirited  and  miserable  whenever  they  take  the  iodide 
of  potassium. 

Iodides  of  iiM^reiiry. — With  many  prescribers,  and 
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especially  in  France,  the  iodides  of  mercury  enjoy 
much  favour.  There  can  be  no  doubt  that  they  are 
exceedingly  efficient,  but  they  are  for  the  most  part 
more  irregular  in  their  action,  more  liable  to  gripe 
and  purge,  or  even  to  salivate  unexpectedly,  than  are 
most  of  the  uncombined  preparations  of  either  of  their 
components.  It  may  also  be  doubted  whether  their 
combined  salts  are  in  the  least  more  efficient  than  the 
simpler  preparations,  which  have  the  advantage  of  less 
variability  in  effect.  Those  who  aim  at  simplicity  of 
prescription  may,  therefore,  without  any  risk  of  loss 
to  their  patients,  be  well  contc'nt  to  learn  the  details 
of  the  use  of  mercury  and  the  iodide  of  potassium 
severally  or  together,  and  may  venture  to  pass  by  their 
compound  salts.  It  would  be  most  tedious  to  attempt 
to  describe  the  modes  of  use  of  the  latter;  and  as  their 
doses,  etc.,  may  be  found  in  all  prescribers’  manuals, 
further  reference  to  them  will  be  omitted. 

Ittercury. — Mercury  may  be  used  in  many  different 
ways,  and  so  efficient  is  it  in  all  that  each  one  has 
its  warm  advocates.  All  that  is  needful  is  that  it 
be  introduced  into  the  blood  and  brought  into  contact 
with  the  tissues;  and  any  method  which  does  this, 
without  material  interference  with  the  patient’s  health 
or  disturbance  of  his  digestive  functions,  is  satis- 
factory. Perhaps  we  ought,  in  these  respects,  to  give 
the  palm  to  those  methods  (inunction  and  fumigation) 
which  introduce  the  drug  by  absorption  through  the 
skin.  They  are  certainly  less  liable  to  be  followed  by 
purging  than  when  it  is  given  by  the  mouth.  Here, 
however,  their  advantages  probably  end.  It  may  well 
be  doubted  whether  the  claim  put  forward  by  their 
respective  advocates,  that  they  are  more  definitely 
curative,  is  borne  out  by  facts.  On  the  other  hand, 
it  is  very  easy  to  give  mercury  by  the  mouth  in  such 
a manner  that  it  shall  not  in  the  least  interfere  with 
the  stomach,  and  this  method  of  treatment  is  in  most 
instances  much  less  inconvenient  to  the  patient.  I 
may  here  avow  that,  after  plentiful  opportunities  for 
the  observation  of  different  methods,  I have  adopted 
the  practice  of  keeping  the  skin  methods  in  reserve  for 
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exceptional  cases,  and  that  under  all  ordinary  circum- 
stances I administer  the  remedy  by  the  mouth.  One 
simple  rule  appears  to  be  the  key  to  success.  It  is 
to  give  small  doses  more  or  less  frequently  repeated, 
and  never  large  ones. 

Hydrargyrum  cum  creta  is  the  least  variable  of 
all  preparations  of  mercury.  It  may  be  made  into 
pills  or  tabloids  of  one  grain,  in  combination  with 
one  grain  of  Dover’s  powder,  and  of  these  the 
patient  may  take  one  every  six,  four,  three,  el- 
even two  hours,  according  to  circumstances.  Usually 
one  pill  four  times  a day  will  suffice  to  clear  away 
a chancre  or  a secondary  eruption  as  rapidly  and  as 
completely  as  can  be  wished.  In  some  cases  it  may 
be  more  convenient  to  double  the  dose  than  to  increase 
the  frequency  of  administration,  but  the  latter  is  the 
better  plan.  If  ptyalism  should  occur  with  such 
doses,  it  will  certainly  be  mild  and  easily  controlled. 
As  a rule,  however,  all  the  symptoms  of  syphilis  may 
be  got  rid  of  without  any  affection  of  the  gums. 

During  a mercurial  course,  fruit,  green  vegetables, 
all  aperients,  and  for  the  most  part  all  stimulants, 
should  be  forbidden.  The  patient  should  carefully  wash 
his  teeth  and  gums  twice  in  the  day,  and  it  will  be  better 
that  he  should  not  smoke.  All  irritation  of  the  mouth 
by  smoking  increases  the  risk  of  mucous  patches,  and 
tends  to  make  sores  in  the  throat  more  difficult  to 
cure.  The  reason  for  abstinence  from  fruit,  etc.,  is 
the  risk  of  causing  diarrhoea.  A patient  taking  the 
remedy  in  the  form  and  doses  just  indicated  may  go 
to  business  as  usual,  and  is  in  no  particular  danger 
of  taking  cold.  If  he  is  much  out  in  the  fresh  air, 
he  must  expect  some  delay  in  the  influence  of  the 
specific,  and  be  prepared  to  require  larger  doses.  If 
a patient  be  kept  in  bed,  and  on  rather  low  diet,  he 
will  yield  much  more  quickly  to  mercurial  influence, 
and  ptyalism  may  be  induced,  under  such  conditions, 
with  half  the  doses  required  in  one  who  is  about  in 
the  fresh  air.  As  a practical  matter,  however,  I may 
say  that  I never  confine  my  patients  either  to  bed 
or  to  house. 
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If  mercury  be  given  for  an  indurated  chancre  in 
the  manner  indicated,  it  may  probably  require  about 
a month  to  get  rid  of  all  hardness,  but  the  period 
varies  much  in  different  persons,  and  is  perhaps  also 
in  relation  with  the  stage  at  which  it  is  commenced. 
If  it  is  begun  before  any  secondary  symptoms  have 
shown  themselves,  it  is  very  common  for  them  not  to 
appear  at  all,  or,  at  most,  only  in  the  very  slightest 
form.  Sores  in  the  throat  are  the  phenomena  least 
frequently  omitted.  It  is,  probably,  quite  the  rule  for 
the  skin  to  escape.  If,  however,  at  any  period  within 
six  months  the  mercury  be  suspended,  then,  within  a 
few  weeks  of  the  suspension,  a rash  may  show  itself. 
Such  rashes,  when  they  occur,  are,  however,  always 
mild,  and  their  mildness  seems  proportional  to  the 
length  of  time  during  which  the  mercury  has  been 
administered. 

Ptynlism. — As  regards  the  production  of  ptyalism 
in  the  treatment  of  syphilis,  we  may  say  that,  although 
often  a very  rapid  disappearance  of  symptoms  takes 
place  when  it  occurs,  it  is  certainly  to  be  avoided.  If 
it  is  profuse,  and  necessitates  the  suspension  of  the 
remedy,  the  latter  should  be  used  again  in  smaller 
quantities  as  soon  as  the  mouth  has  recovered.  Some 
of  the  most  severe  outbreaks  that  we  ever  witness 
occur  to  those  who  have  been  rapidly  subjected  to 
ptyalism  in  an  early  stage,  and  have  afterwards  left  off 
the  remedy.  It  is  especially  under  such  conditions  that 
rupia  is  prone  to  occur. 

Itelapscs. — As  yet  no  statistics  have  been  collected 
which  would  enable  us  to  speak  with  any  confidence 
as  to  the  relative  efficiency  of  different  methods  of 
treatment  in  preventing  relapses.  We  do  not  know 
with  any  certainty  whether  those  who  have  been  freely 
salivated  are  less  prone  to  relapse  than  those  who  have 
taken  such  small  doses  that  they  have  never  observed 
their  effects  in  any  other  way  than  the  disappearance 
of  symptoms.  This  remark  as  to  relapses  of  secondary 
phenomena  applies  also  to  tertiary  symptoms.  We  be- 
lieve, and  probably  on  good  grounds,  that  those  who 
have  taken  mercury  freely  and  for  long  periods  in  the 
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early  stages  of  the  disease  are  less  liable  than  others 
to  the  subsequent  development  of  tertiary  symptoms; 
but  it  must  be  admitted  that  proof  is  wanting.  With 
the  prevailing  unanimity  of  opinion  in  reference  to 
mercury,  it  is  very  difficult  now  to  get  cases  for 
observation  in  which  it  has  been  omitted.  Syphilis  is 
in  its  nature  so  variable  that  it  is  unsafe  to  assume 
that  what  a few  cases  appear  to  teach  is  really  the 
fact.  There  can  be  no  doubt  that  very  often  we 

meet  with  severe  tertiary  symptoms  in  those  who, 
from  the  history  given,  appear  to  have  had  very 
short  or  irregular  treatment  in  the  first  instance. 
Unfortunately,  however,  there  are  some  cases  on  the 
other  side  which  show  persistingly  recurring  reminders, 
and  even  severe  tertiaries,  after  specific  treatment  of 
the  most  careful  and  prolonged  kind.  As  a general 
rule,  mercurial  cures  in  the  secondary  stage  stand 
good,  and  a large  majority  of  our  patients  know 
nothing  more  of  their  disease.  But  there  are  excep- 
tions, and  these  may  occur  after  any  one  of  the  various 
modes  of  administration. 

Small  doses. — If  we  are  allowed  to  estimate  rela- 
tive efficiency  by  the  rate  of  disappearance  of  the 
phenomena,  then  it  is  certainly  true  that  the  internal 
use  of  grey  powder  in  small  doses,  frequently  repeated, 
is  quite  as  successful  as  inunction,  fumigation,  or 
injection. 

To  the  credit  of  the  method  by  small  doses  fre- 
quently given,  it  is  to  be  clearly  and  strongly  stated 
that  patients  usually  improve  in  health  under  them. 
If  purgation  be  avoided,  the  patient  will  often  enjoy 
improved  appetite  and  digestion,  and  may  gain  in 
weight  and  colour.  At  the  end  of  a year’s  course 

he  may  allege  that  he  never  was  in  better  health  in 

his  life.  Those  who  have  before  suffered  from  con- 
stipation and  liability  to  bilious  headaches  may  get 
quite  rid  of  these  troubles  and  may  continue  per- 
manently free.  In  women  who  have  suffered  from 

painful  menstruation,  the  mercurial  course  may  prove 
a complete  cure  of  their  trouble.  These  clinical  facts, 
which  are  matters  of  frequent  observation  to  specialists 
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in  syphilis,  are  so  definite  that  they  are  well  worthy  the 
attention  of  the  general  physician.  It  is  well  known 
that  many  distinguished  therapeutists  have  become 
enamoured  of  mercury  for  various  chronic  ailments, 
such  as  scrofula  and  some  forms  of  dyspepsia,  as  well 
as  for  those  in  which  the  liver  is  more  especially  con- 
cerned. Experience  in  respect  to  syphilis  would  go 
to  show  that  the  drug  may  be  used  without  any  fear 
of  loss  to  general  health,  if  employed  in  the  way 
suggested.  On  the  other  hand,  there  is  no  doubt  that 
severe  forms  of  cachexia  and  debility  may  be  induced 
by  the  irregular  and  excessive  administration  of  this 
potent  drug. 

As  regards  its  mode  of  influence  in  syphilis,  we 
may  reasonably  suppose  that  it  is  requisite  for  it 
to  be  brought  into  contact  with  the  cell  elements 
concerned  in  the  morbid  process.  Wherever  its  local 
application  is  practicable,  we  know  that  it  is  usually 
very  efficient.  Administration  through  the  blood  is 
necessary  only  when  the  disease  is  generalised,  as  in 
the  secondary  stage,  or  wrhen  its  manifestations  occur 
in  parts  which  are  not  accessible.  In  a general  way, 
it  is  well  to  combine  local  with  internal  use.  For 
the  primary  sore  an  efficient  dressing  with  the  black- 
wash  unquestionably  expedites  the  healing  and  the 
disappearance  of  induration,  and  so  also  with  the 
secondary  eruption,  the  removal  of  which  is  materi- 
ally helped  by  the  inunction  of  a mercurial  ointment. 
For  this  latter  purpose,  the  ammonio-chloride,  in  the 
proportion  of  15  grains  to  the  ounce  of  lard,  is  very 
convenient.  Its  use  is  especially  desirable  when  the 
eruption  affects  the  face  and  hands,  and  thus  its  early 
removal  becomes  a matter  strongly  desired. 

Local  treatment. — The  remarks  just  made  may 
fitly  introduce  more  detailed  statements  as  to  the 
efficiency  of  local  treatment  in  all  cases  in  which  the 
disease  has  passed  the  secondary  stage.  Very  remark- 
able instances  of  this  are  not  infrequently  seen.  Cases 
in  which  the  internal  use  of  specifics  has  been  long 
continued  with  only  partial  benefit  may  be  cured 
very  quickly  by  local  measures.  Not  only  may  they  be 
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cured,  but  the  cure  may  be  a permanent  one,  and 
thus  a very  strong  argument  is  afforded  in  favour 
of  the ' essentially  local  character  of  such  phenomena. 
Respecting  all  forms  of  syphilitic  phagedsena  in . the 
tertiary  stage,  this  is  well  known.  Although  the  ad- 
ministration of  the  iodides,  or  even  of  mercury,  is 
usually  very  useful,  yet  by  iodoform,  or  by  cauterisa- 
tion with  the  acid  nitrate  of  mercury,  the  cure  may 
be  accomplished  in  a fifth  of  the  time.  So,  also, 
syphilitic  palmar  psoriasis  and  syphilitic  serpiginous 
diseases  of  lupoid  type  are  most  efficiently  treated 
locally.  An  ointment  containing  one  drachm  of  iodo- 
form to  the  ounce  of  lard,  if  liberally  used,  will  often 
effect  an  unaided  and  rapid  cure  in  such  cases.  In 
many  it  is  unquestionably  more  efficient  than  any  of 
its  competitors.  In  all  syphilitic  skin  diseases  in  the 
tertiary  stage,  whether  ulcers  or  new  growths,  its  use, 
if  the  patient  will  permit  it,  should  never  be  omitted. 
That  it  is  not  essential  to  use  a specific  is,  however, 
fully  proved  by  the  efficiency  of  caustic  applications 
for  the  same  purpose.  A single  free  application  of 
the  acid  nitrate  of  mercury  may  be  sufficient  to  cure 
permanently  a patch  of  syphilitic  lupus  which  had 
resisted  much  internal  treatment.  It  would  appear 
that  the  cell  organisms  of  such  growths  possess  but 
feeble  vitality  (although  persistently  infectious  in  situ), 
and  are  thus  easily  killed  by  any  caustic.  The  point 
is  to  destroy  every  portion,  for  if  the  smallest  particle 
be  left  behind  it  will  suffice  to  reproduce  the  malady. 
From  what  we  see  of  the  efficiency  of  specific  applica- 
tions and  internal  treatment,  in  the  case  of  serpiginous 
affections  of  the  skin,  it  is  probably  fair  to  infer  as 
to  their  power  in  diseases  of  internal  parts  and 
especially  of  the  nervous  system.  If  in  the  former 
we  stop  short  of  a complete  cure,  the  morbid  process 
will  be  relighted,  and  a relapse  will  follow ; but  if 
the  local  cure  be  perfect,  then  it  will  probably  be 
permanent.  In  this  way  may  probably  be  explained 
the  frequent  disappointments  in  reference  to  disease 
in  hidden  parts.  We  do  not  push  the  treatment  far 
enough  nor  continue  it  long  enough. 
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After  what  has  been  just  said,  it  is  clearly  im- 
possible to  lay  down  any  rules  as  to  the  duration  of 
an  anti-syphilitic  treatment.  It  will  depend  upon  the 
method  employed  and  the  effects  produced.  If  the 
case  be  one  of  primary  or  early  secondary  syphilis, 
and  the  treatment  adopted  be  that  by  small  doses  of 
mercury  without  ptyalism,  a year’s  course  will  pro- 
bably be  sufficient.  After  the  first  two  months  of  this 
period  the  patient  may  probably  have  been  quite  free 
from  symptoms.  It  is  safer,  however,  to  prolong  it 
for  two  years. 

Even  after  several  months’  treatment,  and  the 
complete  disappearance  of  all  symptoms,  we  must 
be  prepared  to  sec,  in  a certain  number  of  cases,  a 
symmetrical  eruption  produced  within  a few  weeks 
after  the  suspension  of  the  drug.  This  rash  will 
probably  be  an  erythema  of  a very  mild  kind,  and 
will  disappear  promptly  when  the  remedy  is  resumed. 
Some  good  authorities  advocate  short  intermittent 
periods  of  administration,  and  no  doubt  excellent 
results  may  be  so  obtained.  On  the  small-dose  system, 
however,  there  seems  but  little  reason  for  suspending 
it,  and  experience  is,  I think,  strongly  in  favour  of 
absolutely  continuous  administration. 

Methods  of  administering  mercury. — It  may 
be  convenient  to  introduce  here  a few  details  as  to 
the  different  methods  of  using  mercury  for  the  cure 
of  syphilis.  The  inunction  method  is  one  of  very  old 
repute,  and  still  largely  used  on  the  Continent.  It 
gives  to  Aix-la-Chapelle  the  reputation  which  brings 
to  that  place  crowds  of  patients.  At  Aix,  where  the 
details  are  so  well  understood,  it  is  customary  to  have 
the  ointment  rubbed  in  by  trained  attendants.  These 
men  occupy  from  twenty  minutes  to  half  an  hour  at 
each  friction,  and  use  for  each  about  half  a drachm  of 
the  strong  mercurial  ointment.  Everything  that  is  done 
at  Aix  can  be  done  equally  well  at  the  patient’s  home. 
All  that  is  necessary  is  that  he  should  give  himself 
up  to  the  treatment  and  observe  proper  precautions. 
The  ointment  should  be  rubbed  into  different  places 
on  successive  days,  so  as  to  avoid  the  production  of 
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eczematous  irritation.  Generally,  it  is  best  borne  on 
the  sides  of  the  chest  and  abdomen,  but  the  inner 
sides  of  the  arms  and  thighs  are  also  convenient  posi- 
tions. After  the  rubbing,  the  patient  should  put  on 
a flannel  gown  and  go  to  bed  without  washing.  In  the 
morning  a warm  bath  may  be  taken.  At  Aix  a course 
of  rubbing  is  usually  one  month,  the  quantity  used  and 
the  frequency  being  modified  according  to  the  effects 
produced.  It  is  usual  to  advise  patients  to  return 
after  a few  months  for  another  course.  Excellent  results 
are  usually  obtained  in  this  way,  and  now  and  then 
patients  are  cured  whose  symptoms  had  been  difficult 
to  deal  with  under  other  methods.  The  explanation 
is,  however,  usually  this,  that  the  other  methods 
had  never  had  a fair  chance,  owing  either  to  the 
patient’s  irregularity  in  their  use,  or  to  inattention 
to  diet  and  exposure  to  cold.  It  may  be  alleged  for 
the  inunction  plan  that  it  is  less  likely  to  disagree,  by 
causing  colic  or  purging,  than  the  internal  adminis- 
tration, and  that  it  is  very  certain  in  its  effects.  It 
may,  however,  with  good  reason,  be  doubted  whether 
it  has  any  other  recommendations,  and  more  especially 
whether  the  claim  put  forward  that  its  cures  are  more 
permanent  than  others  is  well  founded. 

At  several  Continental  watering-places  of  repute 
for  the  treatment  of  syphilis,  popular  attention  is 
fixed  upon  the  use  of  warm  sulphur  baths  quite  as 
much  as  upon  the  mercurial  rubbing.  There  is  no 
reason,  however,  to  believe  that  these  have  any  share 
in  the  cure. 

Another  endermic  method  of  administration  is  by 
the  fumigation  bath.  Calomel  is  the  form  of  mercury 
usually  employed.  It  should  be  specially  prepared, 
and  of  great  purity.  The  patient  is  made  to  sit  over 
a lamp  upon  which  the  calomel,  in  quantity  of  from 
a scruple  to  half  a drachm,  has  been  placed.  The 
calomel  is  sublimed  by  heat  in  company  with  watery 
vapour,  and  is  deposited  on  the  patient’s  skin.  When 
the  process  is  completed  he  is  made  to  wrap  himself  in 
a flannel  gown,  and  without  any  washing  or  drying 
to  go  at  once  to  bed. 
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This  method  has  the  same  advantages  as  that  by 
inunction,  and  is  exceedingly  efficient.  The  two  share 
in  the  disadvantage  of  being  much  more  troublesome 
than  administration  by  the  mouth,  and,  although  less 
liable  to  purge,  they  are  at  least  equally  prone  to  cause 
unexpected  salivation. 

Hypodermic  injection  has  of  late  years  come  into 
employment.  That  it  is  efficient  there  can  be  no  doubt, 
and  that  it  is  in  one  sense  of  the  word  the  most 
profitable  method  of  treating  syphilis  is  obvious.  It 
has,  however,  very  great  drawbacks,  upon  which  I 
have  enlarged  in  a previous  chapter.  It  may  be 
recommended  in  all  cases  in  which  the  patient 
cannot  be  trusted  to  take  pills  at  home,  and  can 
be  compelled  to  attend  regularly  for  the  use  of  the 
syringe. 

In  order  to  prevent  irritation  and  abscess,  the  in- 
jection should  be  made  into  muscle  and  not  into  cellu- 
lar tissue.  The  needle  should  always  be  washed  after 
the  syringe  has  been  charged,  so  that  none  of  the  fluid 
may  touch  the  skin  during  introduction.  It  is  suffi- 
cient to  inject  a third  of  a grain  of  the  bichloride  of 
mercury,  dissolved  in  twenty  drops  of  water,  once  a 
week.  Three  such  injections,  made  on  consecutive  days, 
will  usually  salivate  freely,  thus  proving  the  efficiency 
of  the  method.  The  gluteus  maximixs  is  the  most  con- 
venient muscle  for  the  purpose.  The  solution  should 
always  be  freshly  made  when  wanted.  By  many  an  oil 
solution  is  preferred. 

Some  important  memoranda  may  here  be  offered 
as  to  the  use  of  the  iodide  of  potassium  and  other 
iodides. 

Iodides. — In  some  cases  the  iodide  of  sodium 
depresses  less  than  the  potassium  salt,  and  acts  as 
efficiently.  It  is  a very  good  practice  to  combine  the 
three  iodides  (sodium,  potassium,  and  ammonium)  in 
the  same  prescription.  Whether  the  salts  are  given 
singly  or  in  combination,  some  free  ammonia,  pre- 
ferably sal  volatile,  should  always  be  added.  It  much 
increases  their  efficiency.  It  is  never  well  to  begin  with 
a large  dose  of  an  iodide.  Small  ones  are,  in  the  first 
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instance,  just  as  efficient  as  larger  ones,  and  it  is  often 
a great  point  to  go  on  increasing  them.  Doses  of  two 
or  three  grains  will  frequently,  at  first,  do  as  much 
as  those  of  ten  or  more.  Every  wreek,  if  the  cure  is 
not  progressing  rapidly,  twTo  grains  should  be  added 
to  the  dose. 

Coryza  is  the  commonest  of  all  symptoms  due  to 
the  iodide  when  it  disagrees.  This  may  be  very  profuse 
at  first,  but  usually  lasts  only  for  a short  time.  In 
other  cases  the  patient  may  suffer  from  a chronic  cold 
in  the  head  so  long  as  he  continues  the  drug.  When 
this  is  the  case,  there  is  generally  definite  depression 
of  tone  as  well,  and  the  surgeon  will  do  wisely  to  try 
whether  he  cannot  effect  the  cure  better  by  small 
doses  of  mercury,  or  small  doses  of  arsenic  may  be 
combined  with  the  iodide. 

The  skin  eruptions  which  may  be  produced  by  the 
iodide  are  very  various  in  their  characters.  They  are 
certainly  due  to  idiosyncrasy,  and  have  little  or  no 
relation  to  the  dose  employed.  They  usually  develop 
very  quickly,  and  sometimes  with  great  severity  after 
a few  doses.  When  once  an  eruption  is  produced,  we 
seldom  witness  any  tendency  to  its  disappearance  so 
long  as  the  drug  is  continued.  Usually  the  eruption 
becomes  aggravated  both  in  amount  and  in  charac- 
ter. A form  of  acne  is  the  commonest  type  of  iodide 
eruption,  but  haemorrhages,  erythemata,  vesicular  and 
bullous  eruptions  may  occur.  Now  and  then  we  wit- 
ness the  formation  of  large  bossy  wheals,  which  may 
develop  to  a very  great  size.  Some  of  these  eruptions 
may  closely  resemble,  to  the  inexperienced  eye,  syphilitic 
eruptions,  and  thus  the  remedy  may  be  further  pushed, 
in  the  hope  of  curing  that  which  it  is  itself  producing. 
In  such  cases  occasionally  a fatal  event  by  exhaustion 
may  be  brought  about.  When  eruptions  occur,  either 
reduction  of  dose  or  disuse  of  the  drug  is  usually 
definitely  indicated. 

Most  patients  bear  the  iodides  best  when  in  vigorous 
health,  and,  in  the  stage  in  which  they  are  needed  (the 
tertiary),  it  is  generally  wise  to  employ  tonics  and  fresh 
air  freely.  Arsenic  has  repute  as  tending  to  prevent 
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eruptions,  and  many  persons  will  bear  full  doses  when 
enjoying  the  advantage  of  sea  air  who  are  much 
depressed  by  them  under  other  conditions.  Quinine 
and  nux  vomica  are  also  very  useful. 

It  may  be  well  to  append  here  a few  practical 
memoranda  as  regards  the  treatment  of  special  con- 
ditions. 

Ulcers  in  the  throat  and  sores  in  the  mouth  in  the 
secondary  stage. — Give  mercury,  use  black-wash  as  a 
gargle,  or  dust  the  sores  with  iodoform.  If  they 
prove  intractable,  touch  them  lightly  with  the  acid 
nitrate  of  mercury  or  some  other  caustic.  If  very 
painful,  it  is  necessary  to  consider  whether  they  may 
not  be  aggravated  by  mercury,  especially  if  the  latter 
have  been  long  used.  If  this  appears  probable,  mercury 
must  be  abandoned  and  the  iodide  of  potassium  given. 
Smoking  must  always  be  prohibited. 

Ulcers  in  the  throat  in  the  intermediate  or  tertiary 
stages. — These  are  often  phagedsenic.  Iodide  of  potas- 
sium must  be  freely  given,  and  iodoform  applied  by 
insufflation  or  by  means  of  a camel-hair  pencil.  If, 
in  exceptional  cases,  the  condition  persists,  the  sore 
must  be  freely  touched  with  the  acid  nitrate  of  mer- 
cury. It  is  a rapidly  destructive  condition,  and  the 
treatment  must  be  efficient.  There  is  usually  no  objec- 
tion to  small  doses  of  mercury,  but  the  iodide  will 
generally  suffice. 

Iritis,  retinitis,  neuritis,  etc.,  in  secondary  stage. — 
Push  mercury  rapidly  to  slight  ptyalism,  and  in  iritis 
use  atropine  very  freely.  Large  doses  of  iodide  of 
potassium  will  usually  suffice  for  these  affections,  but 
mercury  is  better. 

Ulcerating  secondary  eruptions  of  the  rupial  type. 
— These  usually  occur  after  mercury  has  been  given  in 
too  large  doses,  has  disagreed,  and  been  wholly  laid 
aside  for  some  time.  Mercury,  in  combination  with 
the  iodide  of  potassium,  is  indicated,  or  mercury  may 
be  given  alone.  The  iodide  alone  is  rarely  sufficient. 
Ptyalism  is  to  be  carefully  avoided,  and,  if  success  is 
not  soon  obtained  by  other  methods,  inunction  or  fumi- 
gation should  be  resorted  to.  Sea  air  is  often  very 
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valuable.  When  once  the  cure  sets  in,  it  usually  pro- 
gresses well,  and  is  in  the  end  complete.  Iodoform 
ointment  should  be  used  to  all  sores. 

Phagedcena  in  all  forms  and  stages. — Iodoform  is  by 
far  the  most  convenient,  most  efficient  and  least  painful 
agent.  Should  it  not  succeed,  constant  immersion, 
the  acid  nitrate  of  mercury,  or  the  actual  cautery 
may  be  employed.  Mercury  and  the  iodide  should  be 
given  with  opium.  If  all  fail,  the  patient  must  be 
at  once  sent  to  the  seaside,  and  the  same  remedies 
used  there. 

Disease  of  arteries  ( indicated  by  cerebral  attacks). — 
Give  a long  course  of  small  doses  of  mercury,  or  (less 
efficient)  of  the  iodide. 

Periostitis  and  all  forms  of  bone  affection. — Here 
the  iodide  of  potassium  is  most  efficient,  and  relieves 
pain  more  quickly  than  anything  else.  If  the  case 
resists,  however,  mercury  should  be  used,  and  it  will 
often  succeed  in  removing  hard  nodes  which  the  iodide 
had  failed  to  influence. 

Periostitis  and  bone  affections  in  the  inherited 
disease. — The  same  remedies  must  be  used,  but  much 
less  rapid  results  are  to  be  expected.  Very  often  nodes 
in  this  connection  resist  treatment  for  some  time,  and 
then  suddenly  disappear. 

Lupoid  affections  of  skin  in  the  tertiary  stage. — Rub 
in  iodoform  ointment,  and  apply  it  on  lint;  or,  if 
the  part  be  one  to  which  this  cannot  be  conveniently 
used,  or  the  smell  be  an  objection,  apply  the  acid 
nitrate  of  mercury  freely.  Iodide  of  potassium  may 
be  given,  but,  if  not  successful,  it  should  at  once  be 
replaced  by  mercury,  which  often  succeeds  when  the 
iodide  fails. 

Phageclcenic  lupus  of  nose  and  face  from  inherited 
syphilis. — The  destruction  may  be  very  rapid,  and  the 
treatment  must  be  prompt.  Cauterise  freely  with  acid 
nitrate,  and  then  dress  with  iodoform  ointment.  Give 
mercury  and  the  iodide. 

Interstitial  keratitis  of  inherited  syphilis.—  Give, 
together  with  iodide  of  potassium,  a long  course  of 
small  doses  of  mercury  with  bark.  Use  atropine  or 
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belladonna  fomentations.  The  use  of  arsenic  has  re- 
cently been  highly  commended. 

Locomotor  ataxy  or  other  chronic  and  aggressive 
nerve  disease  with  syphilitic  antecedents. — Give  mer- 
cury in  small  doses  and  in  combination  with  nux 
vomica  or  quinine  over  a period  of  six  months  or  a 
year.  If  the  treatment  does  not  disagree  and  the  symp- 
toms are  in  abeyance,  continue  it  for  several  years.  If 
general  paralysis  has  been  threatened,  let  it  be  a life- 
long course.  Iodide  of  potassium  is  sometimes  efficient, 
but  probably  much  less  so  than  mercury. 

In  cases  which  resist  mercury , and  in  which  it 
is  ivished  to  induce  ptyalism  rapidly , give  the  grey- 
powcler  pill  every  two  hours  or  use  inunction  freely, 
and  insist  that  the  patient  shall  keep  his  bed. 

In  cases  of  pregnancy  in  which  it  is  desired  to  pro- 
tect the  foetus,  administer  small  doses  of  mercury  (one 
grain  of  grey  powder  three  times  a day)  through  the 
whole  period.  There  is  a definite  objection  to  this 
in  the  fact  that  it  will  damage  the  child’s  teeth 
(first  set). 

In  cases  in  which  marriage  is  in  prospect,  let  the 
patient  take  small  doses  of  mercury  continuously  dur- 
ing the  whole  period  before  marriage.  Abstain  from 
the  iodide  of  potassium.  However  efficient  and  long- 
continued  the  treatment,  no  one  should  marry  until 
two  full  years  have  passed  from  the  beginning  of  the 
disease. 

It  is  best  to  keep  the  pills  at  the  uniform  strength 
of  a single  grain,  and  to  give  them  more  or  less  fre- 
quently as  required.  There  is  less  risk  of  intestinal 
irritation  if  this  be  done  than  if  the  dose  be  increased. 
If  the  advantages  be  explained,  patients  will  usually 
be  found  willing  to  acquiesce. 

At  the  beginning  of  a mercurial  course  let  the  quan- 
tity of  Dover’s  powder  be  liberal,  but  in  relation  to 
the  tendencies  possessed  by  the  patient.  If  the  bowels 
are  reported  as  habitually  constipated,  a grain  will 
be  sufficient,  or  it  may  be  wholly  omitted.  If,  however, 
the  patient  reports  himself  as  easily  purged,  then  it 
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will  be  well  to  begin  with  two  or  even  three  grains, 
which  can  be  promptly  reduced  if  it  seems  desirable. 
Diarrhoea  is  to  be  most  carefully  avoided. 

It  is  not  possible  to  be  too  explicit  as  regards 
rules  of  diet  whilst  giving  mercury  by  the  mouth. 
No  soups,  fruit,  green  vegetables,  coffee,  malt  liquors, 
or  wines  should,  as  a rule,  be  permitted. 

Dover’s  powder  has  very  decided  advantages  in  most 
cases  over  equivalent  doses  of  opium,  and  does  not 
interfere  with  the  digestion.  In  the  early  days  of  the 
small-dose  treatment  I used  to  dissuade  from  the  com- 
bination of  tonics  with  the  mercury,  thinking  that  they 
tended  to  diminish  its  efficiency.  Of  late,  however, 
further  experience  has  modified  this  opinion.  For  long 
a favourite  pill  combined  reduced  iron  in  three-grain 
doses  with  the  grain  of  grey  powder,  but  of  late  I have 
preferred  quinine  and  nux  vomica.  The  addition  of 
one  or  both  of  these  tonics  will  often  enable  a delicate 
patient  to  continue  mercury  not  only  without  draw- 
back but  with  decided  advantage  to  the  general  health. 
Whenever  there  is  the  least  tendency  to  debility  and  a 
long  course  is  required,  I invariably  make  this  com- 
bination. The  first  effect  of  mercury  is  usually  to  cause 
some  loss  of  flesh,  or  rather  of  fat,  but  after  a time 
any  such  loss  is  fully  regained,  and  at  the  end  of  a 
treatment  extending  over  one  or  two  years  patients 
almost  invariably  report  themselves  in  the  best  of 
health. 


APPENDIX 


The  present  edition  having  been  unavoidably  long 
under  revision  and  in  the  printers’  hands,  I have 
availed  myself  somewhat  liberally  of  the  courteous 
willingness  of  my  publishers  to  allow  the  addition  of 
an  Appendix  which  may  in  some  sense  supplement  the 
work  itself.  In  the  pages  which  follow,  the  various 
items  are  not  systematically  arranged.  They  refer  to 
subjects  which  have  been  either  too  briefly  treated 
in  the  text,  or  concerning  which  new  knowledge  has 
accrued.  As  this  miscellaneous  Appendix  is  included 
in  the  Index,  it  is  hoped  that  the  reader  will  not  be 
inconvenienced  in  making  his  references,  whilst  he  will 
have  the  satisfaction  of  knowing  that  the  work  is 
brought  more  nearly  up  to  date. 

ARE  THERE  SEVERAL  DISTINCT  FORMS  OF  SYPHILIS  ? 

The  protozoan  parasite  which,  thanks  to  the  observa- 
tions of  Schaudinn,  is  now  generally  recognised  as  the 
cause  of  the  early  phenomena  of  syphilis,  is  one  of  a 
large  family.  The  spirochsete  subdivision  of  the  spirillum 
group  (to  which  the  parasite  of  syphilis  under  the  name 
of  Spirochceta  pallida  belongs)  comprises  many  others 
which  have  received  names  and  are  distinguished  from 
each  other  by  peculiarities  as  to  staining,  size,  number  of 
spirals,  and  other  conditions.  Some  of  these  may  occur 
in  association  with  each  other  and  in  great  abundance, 
and  without  any  recognisable  influence  for  ill  upon  the 
organism  of  their  host,  whether  human  or  simian. 
They  are  very  minute,  and  their  discrimination  re- 
quires high  powers  of  the  microscope  and  great  skill 
and  patience  in  their  use.  Those  who  have  had  the  most 
experience  will  be  the  readiest  to  admit  that  it  is  very- 
difficult  to  avoid  errors,  and  that  the  recorded  state- 
ments of  other  observers  must  be  received  with  some 
caution. 

Such  being  the  fundamental  facts,  we  are  prepared 
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to  anticipate  that  there  may  be  not  one  uniform  type 
of  spirochsetal  disease  to  be  known  as  syphilis,  but 
several  variants.  The  parasite  itself  may  assume,  without 
losing  its  identity,  features  as  widely  different  as  those 
between  the  different  races  of  mankind  or  the  different 
breeds  of  dogs.  We  must  not  hastily  impose  limits  to 
the  possible  variations  of  organisms  about  which,  as 
yet,  our  knowledge  is  so  imperfect.  Systematic  writers 
on  syphilis  have  at  Various  times  suggested  that  there 
are  really  several  maladies  which  resemble  syphilis 
but  are  not  absolutely  identical  with  it.  Almost  the 
only  one  of  these  which  has  retained  any  widely 
recognised  position  is,  however,  that  known  by  the 
vulgar  negro  name  of  “yaws,”  and  even  this  has 
never  received  any  exclusive  definition.  Its  most  per- 
manent feature  is  that  ,the  original  sore  and  the 
secondary  eruption  are  prone  to  papillary  hypertrophy 
and  to  assume  resemblance  to  a ripe  fruit  such  as 
the  raspberry;  and  from  this  feature  the  disease  has 
been  named  framboesia  or  framboesia  tropica.  As  it  is 
now  known  to  occur  sporadically  in  the  temperate  zone, 
and  to  he  attended  by  a spirochsete  hardly,  if  at 
all,  distinguishable  from  that  of  European  syphilis,  it 
might,  perhaps,  be  best  known  as  framboesial  syphilis. 
The  question  would  still  remain  open,  whether  this 
syphiloid  be  not  syphilis  itself  in  a variant  form. 
The  evolution  of  the  disease  is  the  same  as  that  of 
syphilis — a primary  sore  with  a non-suppurating  bubo, 
and  a generalised  eruption  with  sore  throat ; all  of 
which  yield  quickly  to  mercury,  but  will  disappear 
without  it  after  a certain  duration.  It  is  followed 
after  variable  and  sometimes  long  intervals  by  tertiary 
symptoms,  such  as  lupoid  affections  of  the  skin,  and 
chronic  bone-disease,  both  of  which  are  curable  by 
iodide  of  potassium. 

In  the  early  years  of  our  West  Indian  colonies,  when 
the  demand  for  labour  was  supplied  by  the  importa- 
tion of  slaves  from  Africa,  it  was  expected  that  many 
new  arrivals  would  have  to  pass  through  this  disease. 
Large  plantations  had  their  isolation  homes  where 
its  subjects  were  admitted  for  treatment.  These  were 
under  the  care  of  matronly  negresses  who  had  them- 
selves passed  through  the  disease.  A stay  of  from 

four  to  six  months  was  considered  to  be,  as  a 

rule,  sufficient  for  a cure  ; and  as  the  negro  so  cured 

would  never  contract  the  disease  again,  his  value 


Plates  35,  36. — Frambcesial  Syphilis 

The  eruption  which  is  illustrated  in  this  plate  and  the  next  is  a 
form  of  frambcesial  syphilis  which  occurs  chiefly  in  the  tropics, 
and  chiefly  on  those  of  dark-skinned  races.  As  stated  in 
the  text,  it  observes  the  same  stages  and  is  followed  by  the 
same  sequelae  and  is  curable  by  the  same  remedies  as  is  the 
more  ordinary  type  of  European  syphilis.  It  occurs  with  minor 
modifications  in  many  and  distant  regions,  being  known  as 
yaws  in  the  West  Indies,  parangi  in  Ceylon,  and  thaku  in 
Fiji.  In  the  last-named  it  appears  to  exclude  the  common 
type  of  syphilis,  and  in  many  other  regions  the  relative  pre- 
valence of  the  two  is  in  reverse  ratio,  although  numerous 
cases  occur  which  cannot  be  differentiated.  Sporadic  examples 
of  it  occur  in  Europe,  and  small  local  epidemics  have  been 
observed  under  the  names  “button  scurvy,”  “framboesia 
Cromwelliana,”  etc.  In  such  circumstances  it  always 
returns  after  a time  to  ordinary  type,  and  it  would  even 
appear  probable  that  in  all  cases  imported  into  Europe  the 
malady  has  a tendency  to  lose  its  peculiar  features.  Those 
features  are  that  the  eruption  consists  of  papillary  growths 
which  may  be  covered  with  crusts,  but  which  rarely  ulcerate 
and  very  seldom  indeed  leave  scars.  These  wither  under  the 
influence  of  mercury,  but  they  may  disappear  spontaneously 
without  treatment  after  a few  months,  and  leave  the  patient 
protected  for  the  most  part  from  future  attacks,  but  very  liable 
to  suffer  from  lupoid  ulcerations  of  the  skin,  ulcers  in  the 
throat,  and  bone  disease.  These  latter  are  curable  by  iodide 
of  potassium,  of  which  large  quantities  are  imported  into  the 
countries  where  the  disease  is  prevalent. 

A spirochaAe  with  extreme  difficulty  distinguishable  from 
S.  pallida  is  always  present,  and,  being  transferable,  the 
eruption  preserves  its  type  for  a time.  As  the  primary  sore  is 
very  usually  on  one  of  the  limbs,  and  the  bubo  is  in  the  thigh 
or  the  axilla,  it  has  been  doubted  whether  the  disease  can  be 
considered  a venereal  one.  No  doubt  can,  however,  be  felt 
that  the  chancre  is  often  on  the  penis,  and  may  simulate  an 
ordinary  induration  and  may  have  been  the  result  of  sexual 
intercourse. 
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was  much  advanced,  the  more  so  because  a certain 
number  died  of  the  malady.  The  abundant  eruption 
on  the  skin  assumed  the  condition  of  little  fungoid 
exci’escences  that  were  compared,  as  I have  said,  to 
raspberries.  There  were  often  present  swellings  of 
the  glands  and  sores  in  the  mouth  and  throat.  These 
constitutional  symptoms  were  always  preceded  by  some 
weeks  of  wrhat  was  known  as  the  “mother-yaw.” 
This  primary  sore  might  be  on  any  part  of  the 
body,  and  was  often,  but  by  no  means  invariably, 
on  the  genitals.  No  one  doubted  that  the  disease  was 
very  contagious,  or  that  it  was  often  communicated 
in  the  sexual  act.  No  attempt  was  made  to  dis- 
tinguish yaws  from  syphilis,  it  being  assumed  that 
it  was  a form  of  that  disease  to  which  the  African 
race  was  especially  liable.  Treatment  by  mercury, 
pushed,  in  accordance  with  the  doctrines  of  the  day, 
to  profuse  salivation,  was  a well-recognised  measure, 
but  many  preferred  to  rely  on  a regulated  diet,  clean- 
liness, and  external  applications.  After  a certain 
duration  the  raspberry-like  growths  would  wither  and 
disappear,  leaving  no  scars.  The  disease  affected  white 
persons  sometimes,  but  not  commonly,  the  risks  of 
contagion  being  carefully  avoided.  Although  it  is  clear 
that  the  imported  slaves  as  a rule  had  not  suffered 
from  the  disease  in  the  home  of  their  birth,  yet  it 
was  believed  that  it  prevailed  in  some  parts  of  Africa, 
and  also  that  it  had  been  present  in  the  Indies  at  the 
time  of  their  discovery  by  Columbus. 

Such  was  the  aspect  of  the  facts  to  all  observers, 
with  but  few  exceptions,  up  to  a comparatively 
recent  period.  Sydenham  and  all  his  contemporaries 
wrote  of  “ yaws  ” as  syphilis,  and  even  at  the  date  of 
Dr.  Copland’s  renowned  “Dictionary  of  Medicine” 
this  view  was  all  but  universally  accepted.  This  prince 
of  compilers  and  most  sagacious  of  observers  wrote  a 
chapter  on  “ Syphilis  iEthiopica,”  to  which  he  gave 
the  detailed  heading  “ Syphilis  vel  Lues  /Ethiopica 
— Syphilis  Africana — Yaws— Sibbcus — Sivveus — Pian — 
Framboesia.” 

It  is  in  the  West  Indies  under  the  name  of  yaws, 
and  in  Ceylon  under  that  of  parangi,  that  the  most 
discussion  as  to  the  nature  of  framboesia  has  occurred. 
Tn  1891  I wrote  a preface  to  a Government  report  by 
Dr.  Numa  Rat  on  yaws,  to  which,  as  demonstrating 
its  sameness  with  syphilis,  I may  refer  the  reader. 
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I enjoyed  during  some  years  the  much-valued  friend- 
ship of  the  late  Sir  William  Kynsey,  who  had  resided 
long  in  Ceylon  and  had  written  much  on  the  disease 
there  known  as  “parangi”  (“the  foreigner’s  malady ”).* 
We  had  many  warm  discussions  as  to  whether  or  not 
this  disease  was  the  same  as  European  syphilis. t In 
the  end  I believe  that  he  was  convinced  by  my 
arguments,  but,  as  he  unfortunately  _ is  no  longer 
living,  I am  not  entitled  to  speak  positively.  In  1901, 
with  the  special  object,  of  observing  parangi,  and 
under  Sir  William’s  guidance  as  to  where  to  go  and 
what  to  see,  I visited  Ceylon.  In  the  previous  year, 
with  similar  objects,  I had  made  a tour  of  hospital 
observation  in  South  Africa.  The  results  from  these 
two  journeys  must  be  condensed  into  a few  brief 
statements.  Repeatedly  I saw  in  hospital  wards  and 
in  various  other  places  examples  of  most  characteristic 
framboesial  eruptions  in  association  with  indurated 
chancres  on  the  penis.  I asked  everywhere  to  be  shown 
cases  which  were  recognised  as  secondary  syphilis,  and 
in  many  instances  I found  that  the  eruption  partook 
of  the  framboesial  type.  I had  been  told  whilst  in 
England  that  in  the  parangi  of  Ceylon  there  was  no 
sore  throat,  but  while  I was  in  Ceylon  I found,  in 
cases  produced  to  me  as  typical,  that  there  were  present 
symmetrical  filmy  sores  on  the  tonsils,  just  like  those 
of  syphilis. 

Although,  in  a few  instances,  experiments  have 
apparently  succeeded  in  conveying  syphilis  to  those 
who  have  suffered  from  yaws,  it  has  been  a matter 
of  general  and  widespread  experience  that  the  one 
prevents  the  other.  It  is,  on  the  other  hand,  well 
known,  not  only  that  second  attacks  of  syphilis  may 
occur,  but,  further,  that  the  interval  between  the  two 
infections  may  be  very  short. 

* A fasciculus  of  the  New  Sydenham  Society’s  “ Clinical  Atlas  ” con- 
tains many  plates  of  which  the  originals  with  the  commentary  were 
supplied  by  Sir  William  Kynsey. 

f The  question  as  to  the  identity  of  yaws  and  other  allied  maladies 
with  European  syphilis  may,  perhaps,  be  best  stated  in  the  terms  : Are 
they  variants  or  specifically  distinct  ? That  there  are  differences  no  one 
doubts,  but  are  they  capable  of  return  to  type  ? It  is  not  enough  to 
prove,  as  Charlouis  did  long  ago,  that  an  inoculation  of  syphilis  upon  one 
recovered  from  yaws  will  sometimes  “take,”  for  the  same  result  might 
occur  after  ordinary  syphilis ; and  it  remains  still  possible  that  the  one 
may  transform  itself  into  the  other,  and  that  mixed  or  indefinite  forms 
may  be  plentiful. 
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The  final  appeal  as  to  whether  there  is  an  essential 
difference  between  tropical  framboesia  and  European 
syphilis  must  be  the  evidence  as  to  their  transmutation. 
Neither  microscopic  observation,  however  patient,  nor 
experiments  on  animals,  however  skilful,  can  decide 
this  point.  It  may  be  proved  that  the  one  does  not 
absolutely  prevent  the  other,  but  then  syphilis  does 
not  always  prevent  itself,  and  the  evidence  that  yaws 
docs  as  a rule  prevent  syphilis  is  very  strong.  In 
the  West  Indian  colonies  it  was,  as  already  stated, 
always  held  that  slaves  who  had  been  treated  for  yaws 
were  immune  from  syphilis,  and  they  were  valued 
accordingly. 

The  term  “yaws”  (frambcesial  syphilis)  is  not 
given  to  any  single  disease,  but  to  several  variants  of 
syphilis  as  encountered  in  different  races  and  regions. 
Sometimes  short  epidemics  of  this  variant  occur,  as 
in  the  instances  of  “ sibbeus ” and  “morula,”  after  a 
brief  prevalence  of  which  the  variant  loses  its  peculiari- 
ties and  returns  to  the  more  common  type. 

Not  only  may  frambcesial  syphilis  occur  in  short 
transitory  epidemics  (“  frambeesia  Cromwelliana,” 
morula,  etc.),  but  single  sporadic  cases  may  be  ob- 
served in  all  countries  and  all  races.  Two  such  in 
English  practice  I have  recorded,  and  I have  seen 
others. 

As  a fact  which  seems  almost  conclusive  I record  the 
following  case  in  proof  that  syphilis  contracted  by  a 
Cingalese  in  England  may  be  followed  by  a frambcesial 
eruption  (parangi)  : — 

A gentleman,  whose  complexion  evidenced  his 
Indian  descent,  consulted  me  on  account  of  primary 
syphilis.  He  had  an  indurated  chanci’e  of  the  ordinary 
kind  in  the  roll  of  the  prepuce,  and  was  also  covered 
by  an  eruption.  He  believed  that  he  had  contracted 
the  disease  five  months  previously,  and  he  had  already 
begun  mercury  and  iodides.  His  eruption  con- 
sisted of  raised  papillary  patches,  most  of  them  quite 
dry,  and  some  flat-topped.  Many  were  about  as  large 
as  a sixpence,  and  some  were  nearly  a quarter  of 
an  inch  high.  A few  on  his  scrotum  were  even  yet 
higher,  and  looked  like  dry,  foliated  papillomata. 
The  patches  were  scattered  over  his  face,  thighs, 
abdomen,  and  scrotum.  He  had  no  other  eruption, 
and  no  definite  sore  throat.  The  eruption  had  been 
out  two  months.  On  inquiry  I found  that  he  was  a 
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native  of  Ceylon  and  by  race  a Cingalese.  The 
eruption  was  that  known  in  Ceylon  as  parangi,  hut 
it  was  definitely  associated  with  an  indurated  chancre 
on  the  penis.  I prescribed  mercury  in  my  usual  for- 
mula (described  on  an  earlier  page),  and  when  he 
came  a month  later  scarcely  any  traces  of  the  eruption 
remained. 

It  is  important  to  note  that  the  disease  had  been 
contracted  in  London,  and  we  thus  have  proof  that 
the  influence  which  disposes  a syphilitic  eruption  to 
take  on  the  framboesial  type  resides  in  the  recipient 
and  not  in  the  source  of  the  virus. 

MEMORANDA  IN  REFERENCE  TO  THE  SPIROCHyETE 

In  apes  the  spirillum  may  be  found  in  the  viscera 
some  days  before  any  chancre  is  observed  (sixteen  days 
after  inoculation.). 

The  parasite  (a  protozoan  spirillum?)  discovered 
by  Schaudinn  and  named  Spirochceta  pallida  riiay  be 
now  accepted  as  the  cause  of  primary  syphilis,  and 
may,  for  clinical  purposes,  be  conveniently  known  as 
the  “spirillum  of  syphilis.” 

The  detection  of  Schaudinn’s  spirillum  in  living 
tissues  or  fluids  is  a matter  requiring  much  knowledge, 
skill,  and  care.  Those  well  entitled  to  express  opinions 
on  the  matter  assure  us  that  mistakes  are  constantly 
being  made,  and  that  many  untrustworthy  observations 
have  found  their  way  into  print.  Improvements  in 
our  methods  of  observation  may  yet  be  expected,  and 
may  bring  the  discovery  within  the  range  of  everyday 
diagnosis.  For  the  present  its  use  must  be  left  to 
the  well-trained  specialist.  As  it  does  not  seem  the 
place  in  the  present  work  to  go  into  detail,  I may 
refer  to  an  abstract  in  the  British  Medical  Journal  of 
February  2,  1907,  which  gave  good  up-to-date  informa- 
tion. The  translated  monographs  published  by  the  New 
Sydenham  Society  are  good,  but  in  some  respects  have 
been  superseded. 

Spirochceta  pallida  can  best  be  observed  in  the  living 
state  by  putting  on  a slide  a drop  of  the  fluid  to 
be  examined,  applying  a cover-glass,  and  then  sur- 
rounding with  wax  or  paraffin.  This  plan  enables  the 
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movements  to  be  more  distinctly  seen,  and  for  longer 
periods.  In  such  preparations,  kept  at  a tempera- 
ture of  20°  to  27°  C.,  Beer  found  spirilla  alive  and 
moving  at  the  end  of  three  weeks.  Dilution  with 
physiological  saline  solution  or  ascitic  fluid  is  ad- 
visable. The  spirillum  cannot  be  stained  by  ordinary 
reagents ; special  methods  are  necessary.  When  these 
were  carried  out  Hoffmann  found  that  he  could  de- 
monstrate spirilla  in  preparations  which  had  been 
preserved  unstained  for  four  years. 

Facts  have  been  recorded  by  Metchnikoff,  Roux,  and 
others  giving  colour  to  the  belief  that  the  virus  of 
syphilis  becomes  weakened  by  being  passed  through 
certain  of  the  lower  animals.  They  think  it  possible 
that  a vaccine  for  syphilis  may  be  discovered.  Experi- 
ments in  such  directions  are  obviously  very  difficult, 
and  inferences  from  them  must  be  accepted  with  great 
caution.  It  is  possible,  and  not  improbable,  that  the 
different  races  of  mankind  in  some  degree  modify  the 
spirillum  for  themselves. 

There  are  good  grounds  for  believing  that  mercury 
is  a parasiticide  for  the  spirillum,  and  that,  if  applied 
(either  as  calomel  ointment  or  black-wash)  within  a 
short  period  of  infection,  it  may  wholly  prevent  the 
development  of  a chancre. 

One  of  the  most  noteworthy  facts  in  the  whole 
history  of  syphilis  is  the  specific  rapidity  with  which 
the  iodide  will  cause  the  disappearance  of  large 
gummata.  It  can  hardly  be  supposed  in  such  cases 
to  act  as  a parasiticide. 

The  parasite,  when  inoculated,  does  not  produce 
any  immediate  changes  in  the  part,  but  at  the  end 
of  a month  (more  or  less)  inflammation  supervenes, 
with  a marked  tendency  to  circumscribed  induration 
and  central  ulceration.  The  conditions  assumed  by  the 
chancx*e  vary  much  in  relation  to  the  proclivities  of 
its  subject  and  the  part  affected. 

It  is  highly  probable  that  the  spirochsetc  can 
survive  desiccation. 

In  the  case  of  syphilis  from  circumcision  (men- 
tioned at  p.  4G),  the  lint  which  had  conveyed  the 
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contagion  had  dried  with  the  secretion  on  it,  and 
a considerable  period  (several  weeks)  had  probably 
elapsed. 

Mr.  Campbell  Williams  mentioned  at  the  Clinical 
Society  the  case  of  a musician  who  contracted  a 
chancre  on  his  tongue  from  the  mouthpiece  of  bag- 
pipes which  had  been  used  two  months  previously  by 
a syphilitic  subject  and  then  put  wholly  aside. 

THE  SERUM  DIAGNOSIS  OF  SYPHILIS 

It  niay  be  confidently  expected  that  the  important 
investigations  initiated  by  Pfeiffer  as  to  certain  lasting 
changes  in  the  blood,  due  to  parasitic  organisms,  will 
eventually  throw  light  on  some  of  the  more  recondite 
problems  in  the  history  of  syphilis.  The  attempt  to 
employ  them  for  that  object  has  already  been  made, 
and  has  resulted  in  what  is  known  as  the  “ Wassermann 
reaction”  or  “serum  diagnosis.”  It  has  been  made 
highly  probable  that  the  peculiarities  described  are 
present  in  a large  number  of  cases  at  very  long  periods 
after  the  occurrence  of  syphilis.  Thus  they  have  been 
found  in  almost  all  cases  of  general  paralysis  of 
the  insane,  and  in  most  of  those  of  parenchymatous 
keratitis.  Their  absence,  however,  goes  for  little, 
nor  is  it  proved  that  when  present  they  assist  in 
prognosis  or  imply  the  need  for  treatment.  We  must 
await  hopefully  the  results  of  further  research,  and  in 
the  meantime  continue  to  put  our  trust  in  clinical 
methods  of  inquiry,  which  in  the  main  these  seem  to 
corroborate.  We  must  still  insist  upon  long-continued 
courses  of  mercury  in  small  doses  whenever  there  is 
reason  to  suspect  a still  active  taint  of  syphilis.  The 
methods  of  scrum  investigation  are  very  elaborate, 
and  cannot  be  carried  out  excepting  by  patient  hands 
and  in  a well-equipped  laboratory,  and  even  then  not 
without  much  risk  of  error.  They  may  be  found 
briefly  but  clearly  given  in  English  in  the  Medical 
Review  for  March,  1909,  and  more  at  length  in  the 
Practitioner  for  September  of  the  same  year,  by  Dr. 
McDonagh.  Although  a host  of  good  observers  have 
avowed  their  acceptance  of  the  Wassermann  test  as  a 
valuable  aid  to  the  recognition  of  tertiary  syphilis, 
it  may  be  doubted  if  it  be  not  rather  of  retrospective 
than  prognostic  value.  There  is  at  present  no  proof 
whatever  that  the  conditions  denoted  are  modified  by 
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the  use  of  mercury,  nor  that  they  are  coincident  with 
any  display  of  activity  on  the  part  of  the  virus.  They 
appear  to  be  developed  after  intervals  of  almost  in- 
definite length.  As  just  stated,  we  are  told  that  they 
occur  in  almost  all  cases  of  interstitial  keratitis;  and 
in  most  of  these  the  subject  of  the  case  is  several 
years  old,  and  in  some  several  decades. 

ON  NON-INFECTING  VENEREAL  SORES 

What  are  called  “soft  chancres”  are  by  a general 
verdict  supposed  to  differ  from  infecting  sores  in 
certain  definite  features.  As  these  conclusions  are 
based  upon  the  observations  of  sensible  men  and 
have  stood  the  test  of  several  generations,  we  may 
believe  that,  in  the  main,  they  are  correct.  It  does 
not,  however,  follow  that  they  are  exactly  so,  and  it 
remains  quite  possible  that,  if  accepted  as  being  definite, 
they  may  prove  misleading.  I will  append  a few 
words  of  comment  to  each  one  as  I state  them  in 
order. 

It  • is  supposed — (l)  That  the  infection  of  a soft, 
chancre  does  not  require  any  definite  period  of  in- 
cubation, and  will  usually  manifest  its  effects  within 
a few  days.  This  is  certainly  true  for  the  most  part; 
the  interval  is,  however,  very  variable,  and,  if  we 
may  trust  the  statements  of  our  patients,  it  is  often 
prolonged  over  many  days. 

The  narratives  of  syphilisation  comprise  cases  in 
which  no  prompt  results  occurred,  and  some  weeks 
after  the  punctures  had  apparently  failed  they  inflamed 
and  ran  the  usual  course. 

(2)  That  the  results  are  always  those  of  inflammation, 
and  tend  to  the  production  of  pus  and  the,  formation 
of  ulcers.  In  these  features  the  difference  from  the 
indurated  sore  is  one  of  degree  and  not  of  kind.  The 
most  characteristic  indurations  are  attended  by  the 
phenomena  of  inflammation  in  greater  or  less  degree, 
and  tend  sooner  or  later  to  ulcerate. 

(3)  That  the  lymphatic  glands  enlarge  early,  and  that 
their  enlargement  is  attended  by  inflammation  around 
them  and  proneness  to  suppuration.  Here  again  the 
differences  from  syphilitic  glands  are  those  of  degree 
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and  not  of  kind.  Alike  in  the  true  infecting  chancre 
and  the  “soft  sore,”  the  glands  hardly  ever  escape. 
It  is  by  the  lymphatic  channels  that  the  poison 
travels,  and  in  both  not  only  the  glands  but  the  cords 
may  suffer.  There  is  far  less  tendency  to  suppuration 
in  the  syphilitic  cases  than  in  others,  but  it  is  not 
wholly  absent  in  any. 

(4)  That  the  non-ind urated  sores  are  often  multiple, 
whilst  those  of  syphilis  are  single.  In  reference  to 
this  we  must  in  every  case  ask  whether  the  sores  were 
multiple  from  the  first  or  became  so  by  auto-inocula- 
tion, and,  if  by  the  latter,  at  what  dates. 

The  indurated  chancre  may  be  multiple  from  the 
first  to  almost  any  extent,  the  number  depending  not 
in  the  least  upon  the  nature  of  the  virus,  but  wholly 
upon  the  number  of  separate  infections  accomplished ; 
there  may  be  two  or  three,  or  there  may  be  twenty. 
For  there  to  be  more  than  one  is  not  at  all  uncommon. 
Were  I to  trust  to  my  own  impressions,  I should 
record  independent  multiplicity  as  more  common  in 
sores  destined  to  prove  infective  than  in  others.  Nor 
is  the  secondary  multiplicity  of  auto-inoculation  by 
any  means  frequent  on  any  other  part  of  the  human 
skin  than  the  female  genitals.  Of  this  class  of  cases 
my  own  experience  does  not  enable  me  to  speak  with 
much  confidence,  for  I have  never  had  charge  of  special 
institutions  for  syphilis  in  women.  What  little  I have 
seen  would  incline  me  to  believe  that,  even  in  these 
cases  of  acquired  multiplicity,  there  is  usually  syphilis 
in  the  background. 

In  the  collections  of  drawings  which  I have  recently 
made  at  the  Polyclinic,  and  which  have  been  on 
exhibition,  I have  been  able  to  produce  from  Con- 
tinental atlases  only  two  to  which  the  author  has 
attached  the  designation  ulcus  molle.  Both  of  these 
show  absolutely  isolated  sores  but  very  slightly  ulcer- 
ated or  inflamed,  and  in  both  the  notes  record  that 
the  patient  had  passed  through  syphilis  some  years 
previously. 

The  dogma  that  the  indurated  sore  is  not  auto- 
inoculable  is  now  discarded.  It  is  a question  of  time. 
If  time  be  allowed  for  the  full  development  of  the 
parasite  in  the  blood  and  tissues,  no  fresh  introduction 
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of  syphilis  can  probably  be  effected,  although  it  would 
be  rash  to  assert  even  this  with  certainty.  During 
the  earliest  periods — ten  days  or  two  weeks — it  is 
possible  to  produce  a new  chancre,  which  may  indurate ; 
and  after  that  for  an  indefinite  period  (as  the  ex- 
periments in  syphilisation  have  proved)  infective  sores 
may  be  produced  which  may  be  inoculable  for  several 
generations  of  sores.  These  usually  resemble  in  char- 
acter the  so-called  “ ulcus  molle.” 

INDURATIONS  IN  THE  CORPORA  CAVERNOSA* 

No  one  has,  I believe,  attempted  to  associate  the 
curious  indurations  sometimes  met  with  in  the  body 
of  the  penis  with  gummata.  They  have  been  usually 
supposed  to  be  connected  with  gout.  The  following 
case  is  suggestive 

A gentleman,  aged  fifty-three,  who  was  much 
troubled  about  lumps  of  this  kind,  gave  the  history 
of  syphilis  twenty-five  years  ago,  and  of  a recent 
gummatous  ulcer  on  one  leg.  He  had  never  had 
any  continuous  treatment.  His  early  symptoms  had 
never  been  severe,  and  his  wife  and  a family  of 
six  children  were  all  healthy. 

The  indurations  in  the  corpora  cavernosa  were  two 
— one  not  far  behind  the  glans,  the  other  near  the  root 
of  the  organ.  They  were  painless  and  very  hard.  He 
admitted  that  they  made  intercourse  impossible,  by 
twisting  the  organ. 

The  history  as  to  gout  was  that  he  had  been  five 
times  to  Buxton  for  rheumatism,  and  had  suffered 
from  lumbago  and  sciatica,  and  that  his  father,  now 
eighty-five,  had  recently  been  laid  up  with  rheumatism. 
There  was  true  gout  on  his  mother's  side.  He  had  for 
long  been  liable  to  herpes. 

ON  SYPHILIS  AND  MARRIAGE 

Within  the  memory  of  some  of  us,  surgical  authorities 
would  sanction  marriage  after  a brief  treatment  and 
only  a few  weeks’  interval  from  the  disappearance  of 
the  secondary  symptoms.  Next,  more  cautious  counsels 
prevailed,  and  a year  was  insisted  upon,  then  two 
years,  and  finally  the  observation  of  possibilities  has 

* Respecting  these  curious  indurations,  see  my  Archives  of  Surneru, 
v.  327. 
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induced  some  authorities,  chiefly  of  the  Paris  school, 
to  suggest  five  years  as  a minimum,  and  to  prefer 
even  longer  periods.  The  question  under  discussion 
at  the  present  time  is  whether  Professor  Fournier’s 
dicta  do  not  take  rank  as  counsels  of  perfection,  and 
whether  the  two  years’  rule,  now  generally  acted  upon 
in  British  practice,  is  not  sufficient  to  secure  reason- 
able social  safety.  It  is  to  be  understood  that  those 
who  are  content  with  this  rule  advocate  continuous 
treatment  by  mercury  during  the  two  years,  or,  if  this 
has  not  been  secured,  a six  months’  course  immediately 
prior  to  marriage.  We  must  not  base  our  general 
rules  on  this  very  important  question  upon  exceptional 
facts,  and  inasmuch  as  I do  not  purpose  to  attempt 
to  controvert  the  statements  of  authors  as  to  what 
they  have  observed,  I may  simply  record  the  impres- 
sions left  by  my  own  experience.  This  experience  has 
been  large,  and  now  extends  over  more  than  fifty 
years.  It  has  occurred  chiefly  amongst  the  educated 
classes,  and  very  usually  under  the  eyes  of  other 
professional  observers.  I have  never  yet  seen  an 
infant,  born  of  a marriage  which  I had  sanctioned, 
who  presented  infantile  symptoms  of  syphilis,  nor  a 
young  person  who  suffered  from  keratitis  or  who 
showed  notched  teeth.  As  regards  infection  between 
wife  and  husband  I have  seen  almost  nothing,  and 
all  the  apparent  exceptions  to  my  rules  which  have 
come  under  my  notice  have  been  duly  recorded  in  my 
Archives.  On  the  other  hand,  I have  been  acquainted 
with  the  sequels  to  innumerable  permitted  marriages, 
and  have  been  assured  that  not  the  slightest  reason  had 
arisen  for  regretting  the  advice  which  had  been  given. 

It  is  important  to  observe  that  the  two  years’  rule 
cannot  be  trusted  in  the  rare  cases  in  which  it  is 
the  woman  who  has  suffered.  Sperm-communication 
of  syphilis  to  offspring  appears  to  be  possible  for  only 
short  periods,  but  it  is  much  to  be  feared  that  germ- 
communication  lasts  far  longer,  and,  if  efficient  treat- 
ment has  been  omitted,  may  last  almost  indefinitely. 
In  cases  in  which  a woman  who  has  suffered  from 
constitutional  syphilis  wishes  to  marry  after  treat- 
ment and  an  interval  of  not  less  than  two  years, 
it  may  be  explained  to  all  concerned  that  there  is 
little  or  no  risk  to  her  partner,  but  that  it  is  im- 
possible to  speak  confidently  as  to  her  children.  It 
would  appear  that  the  parasite  finds  a refuge  in  the 
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ovary’  and  retains  in  the  ovum  efficient  vitality  long 
after  it  lias  ceased  to  do  so  in  the  other  tissues.  Some 
recent  writers,  relying  upon  the  large  size  of  the 
spirochsete,  assert  that  it  is  impossible  for  it  to  accom- 
pany the  sperm.  Evidence  that  it  potentially  does  so 
is,  however,  very  strong. 

In  all  cases  in  which  a woman  bears  in  succession 
two,  three,  or  more  tainted  children,  it  may  be 
assumed  that  she  has  herself  suffered  from  primary 
and  secondary  symptoms. 

In  cases  in  which  the  eldest  child,  or  the  two 
eldest,  show  symptoms  of  syphilis,  and  several  healthy 
children  are  subsequently  produced  in  succession,  it 
may  be  conjectured  that  the  husband  was  the  source 
of  the  taint. 

Under  the  conditions  supposed  in  the  above  sentence 
it  seems  probable  that  the  mother  obtains  immunity 
for  herself,  but  does  not  herself  present  active 
symptoms  and  does  not  infect  subsequent  conceptions 
(Colies’  law). 

It  is  to  be  remembered  that  although,  in  fear  of 
syphilis,  a surgeon  may  forbid  marriage,  he  cannot 
enforce  continence.  In  most  cases  the  risk — often  an 
imaginary  one,  or  at  most  infinitesimally  small — is 
simply  shifted  from  a wife  to  a concubine,  from  one 
of  the  richer  classes,  it  may  be,  to  one  of  the  poorer. 
Procreation  is  not  prevented,  and  children  are  brought 
into  the  world  under  less  advantageous  conditions, 
whilst  women  are  left  to  live  spinsters  who  might  have 
been  happy  wives  and  mothers. 

Counsels  of  perfection  are  often  not  trustworthy. 
I most  unhesitatingly  record  my  conviction — that  of 
an  old  man  who  has  had  much  social  experience — 
that,  provided  the  two-years’  interval  be  observed,  the 
dangers  to  society  from  needlessly  prolonged  celibacy 
infinitely  exceed  the  risks  of  the  communication  of 
syphilis.  Such  diseases  as  insanity,  tuberculosis,  and 
even  gout,  are  far  more  real  dangers  to  the  race 
than  is  syphilis.  If  in  reference  to  them  like  rules 
as  regards  marriage  were  enforced  as  those  which 
some  would  impose  in  reference  to  syphilis,  it  would 
be  disastrous  to  social  progress  and  would  greatly 
reduce  the  sum  of  human  happiness.  We  must  not 
attempt  too  confidently  to  control  nature,  nor  must 
we  bring  our  imperfect  knowledge  rashly  into  pre- 
dominance in  practical  affairs. 
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PATERNAL  TRANSMISSION 

Paternal  transmission  without  obvious  infection  of 
the  mother  was  fully  recognised  by  Ricord  (see  his 
“Atlas,”  Plate  46). 

1 have  myself  never  hesitated  in  the  conviction  that 
in  British  practice  the  inheritance  is  almost  always 
from  the  father,  nor  can  I now  believe  that  the 
negative  argument  based  on  the  measurement  of  the 
spirillum  is  valid.  A very  large  array  of  clinical 
evidence  is  opposed  to  it. 

RARITY  OF  THE  STIGMATA  OF  INHERITED  SYPHILIS 

Dr.  G.  de  S.  Saxe,  of  New  York,  in  1906  made  a 
careful  examination  of  2,500  school-children.  In  only 
twelve  out  of  the  number  was  there  any  presumptive 
evidence  of  inherited  taint.  Eight  showed  character- 
istic teeth,  and  five  eye  lesions.  The  sexes  were  in 
equal  proportions.  Other  inquirers  have  made  similar 
calculations. 

THIRD-GENERATION  INHERITANCE 

During  the  last  stages  of  the  printing  of  this  work 
a case  came  under  my  observation  which  made  me 
determine  to  ask  Messrs.  Cassell  and  Co.  to  stop  their 
press  that  I might  insert  a recantation  of  an  opinion 
which  I have  long  held.  I take  a little  credit  to 
myself  that  I at  once  determined  to  do  so,  and  to 
admit  in  ample  terms  that  I was  a convert  to  “ third- 
generation  syphilis.”  I am  now,  however,  a more 
pronounced  sceptic  than  ever.  The  facts  are  these  : 
A lady  consulted  me  for  an  eczematous  ulcer  on  one 
leg,  which  she  believed  to  be  syphilitic.  She  reminded 
me  that  I knew  all  about  her  case,  and  that  I had 
myself  treated  both  her  husband  and  herself  for  syphilis 
thirty  years  ago.  She  was  delighted  at  my  assurance 
that  her  present  ailment  was  not  of  that  nature,  but 
she  now  added  that  a daughter  had  also  suffered,  and 
that  she,  now  married,  had  borne  children  in  whom 
syphilis  had  been  diagnosed.  I,  of  course,  requested 
that  these  should  be  brought  to  me.  A week  later 
the  grandmother,  mother,  and  two  grandchildren  stood 
in  my  room.  A glance  at  the  physiognomy  of  the 
elder  of  the  latter  made  me  feel  certain  that  he  was 
really  the  subject  of  inherited  taint,  and,  as  I have 
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said,  I already  knew  for  myself  what  had  happened 
to  his  grandmother.  The  bearing  of  the  facts  which 
were  then  under  my  eyes  seemed  indisputable,  and 
for  a few  seconds  I felt  that  my  often-avowed  creed 
must  give  way.  At  this  juncture  I remembered  that 
I had  asked  nothing  as  to  the  boy’s  father.  Inquiry 
in  this  direction  elicited  from  the  grandmother  the 
information  that  he  was  known  to  have  had  syphilis 
severely,  and  that  his  marriage  had  been  delayed  on 
that  account.  This  was  enough  ; but  further  investiga- 
tion made  it  exceedingly  doubtful  whether  the  wife 
(and  mother)  had  ever  herself  suffered,  and  she  certainly 
bore  none  of  the  stigmata  of  inherited  taint.  Let  the 
reader  only  imagine  that  the  father’s  history  had  been 
denied,  as  in  nine  cases  out  of  ten  it  probably  would 
have  been  : under  such  circumstances  the  other  evidence 
would  have  seemed  irresistible.  It  was  a piece  of  very 
exceptional  good  fortune  that  the  grandmother  knew 
that  her  son-in-law  had  himself  suffered,  and  was 
willing  to  disclose  the  fact. 

Clement  Lucas  has  recorded  a not  unimportant  item 
of  negative  evidence  on  this  matter.  A husband  and 
wife,  both  blind  from  syphilitic  keratitis,  who  had 
met  at  a blind-school  and  thence  married,  had  a child 
born  to  them  which,  during  the  period  that  it  remained 
under  observation,  showed  no  signs  of  syphilis.  It 
will  be  seen  that  there  was  here  a double  risk  of 
third-generation  inheritance.  Mr.  Lucas  has  some 
excellent  remarks  on  “ The  Need  of  Criticism  in 
Diagnosis,”  which  cannot  be  too  strongly  enforced  in 
reference  to  this  question.* 

PIGMENTARY  SYPHILIS  AND  LEUCODERMA  COLLI 

We  may  accept  it  as  certain  that,  during  the  exan- 
them stage  of  syphilis,  the  organs  (suprarenal  bodies) 
chiefly  concerned  in  the  production  of  pigment  suffer 
with  the  rest  of  the  body.  Amongst  other  evidences 
of  their  functional  disturbance  we  have  a dappled 
condition  of  the  skin  on  the  neck  and  shoulders, 
to  which  the  graphically  descriptive  but  not  wholly 
accurate  term  of  leucoderma  colli  has  been  applied. 
It  is  not  part  of  any  other  eruption,  and  it  is  not  in- 
fluenced by  specific  treatment,  and  may  last  for  months, 

* See  Brit.  Med.  Journ.,  Feb.  1st,  1908. 
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or  even  years,  after  all  other  symptoms  have  dis- 
appeared. Whether  it  ever  occurs  independently  of 
syphilis  is  not  known,  but  all  agree  that  it  is  most 
frequently  seen  in  young  prostitutes.  It  is  met  with 
also  in  men,  and  on  other  parts  of  the  body,  but  always 
avoids  the  face  and  hands.  Being  in  a majority  of 
cases  inconspicuous,  it  needs  to  be  carefully  looked 
for.  In  well-marked  cases  the  pigmented  parts  take 
on  a network  arrangement,  the  large  meshes  of  which 
are  white.  The  borders  of  the  white  patches  (dappling) 
are  not  aggressive,  and  no  large  area  of  white  is  ever 
produced.  The  resemblance  to  the  dappled  skins  of 
certain  animals  is  very  close,  and  sometimes,  as  in  the 
latter,  a black  spot  occupies  the  centre  of  the  white  patch. 
It  may  be  plausibly  conjectured  that  the  condition  is 
one  of  slight  general  increase  of  pigmentation,*  and 
that,  for  some  unexplained  but  probably  anatomical 
reason,  the  pale  spots  cannot  take  the  pigment.  There 
occur  under  similar  circumstances,  but  less  frequently, 
converse  cases  in  which  pigmented  spots  appear  on  a 
surface  otherwise  unchanged  in  colour. 

Good  representations  of  both  the  leucopathic  and 
melanopathic  types  of  these  pigment  changes  are  given 
by  many  recent  authors,  chiefly  on  the  Continent.  In 
Britain  they  have  been  described  by  Radcliffe  Crocker, 
Pernet,  and  more  particularly  by  Shilleto  in  the 
Oxford  “System  of  Syphilis.”  Some  authors  prefer 
to  use  for  them  the  general  name  of  “ pigmentary 
syphilis.”  This  appears  to  me  to  fail  in  the  descriptive 
suggcstivencss  of  the  other  names,  and  to  be  too  wide. 

SYPHILITIC  HERPES  ON  SIDE  OF  TONGUE 

Fig.  3 in  Plate  38  of  Chotzen’s  “Atlas”  represents 
very  exactly  the  appearances  which  were  present  on 

the  left  side  of  the  tongue  of  Miss  at  the  date 

of  these  notes.  The  sores  in  both  instances  were  two 
in  number,  alike  in  size,  and  placed  precisely  in  the 
same  position.  In  both  cases  (Chotzen’s  and  my  own) 
recurrences  had  occurred  through  many  years  and  in 
spite  of  mercurial  treatment.  The  following  is  the 

history  of  Miss  ’s  case,  and  it  proves,  I think, 

conclusively  that  these  sores  are  of  the  nature  of 
recurring  herpes. 

* These  changes  may  be  plausibly  "regarded  ’ as  a functional  or 
transitory  form  of  Addison’s  disease. 
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Miss  came  to  me  in  the  first  instance  in  1902, 

and  was  prescribed  for  by  my  son.  A chancre  was 
recognised,  and  a long  course  of  mercury  was  given. 

The  secondary  symptoms  were  very  slight.  Miss  

remained  under  the  care  of  her  own  medical  attendant 
and  continued  to  use  specifics  for  five  years.  During 
almost  the  whole  of  this  period  the  sores  on  the 
tongue  were  her  only  symptom,  but,  as  they  were 
regarded  as  syphilitic,  specifics  in  different  forms 
were  persisted  with.  She  took  iodides  as  well  as 
mercury,  and  the  latter  was  pushed  so  as  to  loosen 
her  teeth,  and  most  of  them  were  removed.  When  she 
came  to  me  in  September,  1908,  she  was  wearing  only 
false  teeth  in  the  lower  jaw.  She  said  that  the  removal 
of  her  teeth  had  never  had  any  effect  in  preventing 
the  recurrence  of  the  sores  on  the  tongue.  These,  she 
said,  returned  so  often  that  she  was  rarely  free  for 
more  than  a week  or  two  at  a time.  They  always 
returned  in  the  same  place,  and  never  anywhere  else. 
She  had  no  other  symptoms  of  syphilis,  and  was  in 
good  health.  I of  course  diagnosed  herpes  and  pre- 
scribed arsenic.  She  had  from  childhood  been  liable 
to  herpes  on  the  lips  when  she  caught  cold,  but  not 
of  late  years.  She  was  twenty -nine  years  of  age.  (I 
cannot  give  the  sequel,  but  my  object  is  not  to  illus- 
trate the  treatment  of  herpes,  but  to  draw  attention 
to  Chotzen’s  plates.) 

Notes  on  Chotzen’s  'portrait.  — Chotzen’s  patient 
was  a man  of  twenty-seven,  who  had  a sore  on 
his  penis  in  February,  1890,  which  was  followed  in 
September  by  the  sores  in  the  mouth.  He  was  treated 
by  inunctions  and  injections  of  mercury,  and  in- 
ternal use  of  iodide  of  potassium.  He  was  under 
treatment  for  the  sores  on  his  tongue  in  September 
1890,  April  1891,  July  1893,  January  1894,  and 
March  1894,  and  possibly  much  oftener.  No  other 

symptoms  are  mentioned.  At  the  last-mentioned  date 
chromic  acid  was  ordered  as  an  application,  but  the 
final  result  is  not  given.  The  diagnosis  was  “ Lues  : 
Plaques  papulosse  opalescentes  linguae.” 

Two  illustrations  of  the  patches  are  given  in  the 
same  plate.  The  author  mentions  stomatitis  herpetica 
in  his  discussion  of  differential  diagnosis,  but  does 
not  associate  these  cases  with  it,  apparently  because 
they  did  not  conform  to  the  herpes  type  in  number 
of  spots  or  rapidity  of  disappearance." 
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RECURRING  ERUPTIONS  AFTER  SYPHILIS 

An  interesting  example  of  a recurring  syphilitic 
eruption  which  assumed  the  same  features  on  each 

occasion  occurred  in  the  case  of  . I had  treated 

this  patient  for  syphilis  four  years  previously,  and 
he  had  for  long  been  quite  free  from  symptoms, 
when  in  the  summer  of  1905  large  rings  and  crescents 
of  erythema  appeared  on  his  trunk.  He  attributed 
the  eruption  to  the  hot  weather,  and  told  me  that 
he  had  consulted  my  son  in  my  absence  for  a similar 
one  two  years  previously.  On  looking  up  my  son’s 
notes,  I found  that  he  had  recorded  “ a general 
eruption  of  ringed  erythema.”  On  each  occasion  the 
eruption  disappeared  very  quickly,  and  during  ^fie 
two  years’  interval  there  was  no  recurrence.  The  ease 
proves  _ persisting  susceptibility  of  skin  rather  than 
persisting  syphilis,  for  on  neither  occasion  were  any 
other  symptoms  present.  Yet  the  eruption  in  its  tint 
and  in  the  form  and  arrangement  of  the  patches  was 
characteristic.  It  was  urticarious,  but  not  common 
urticaria. 


“ SYPHILITIC  FEVER  ” 

During  the  secondary  stage  of  syphilis  some  degree 
of  febrile  disturbance  is  common.  In  a few  instances 
temperatures  may  run  so  high  as  to  occasion  difficulty 
of  diagnosis.  In  very  rare  instances,  in  the  later 
periods  of  the  disease,  attacks  may  occur  sometimes 
simulating  ague  and  at  others  typhoid.  For  these  the 
designation  of  “syphilitic  fever”  has  been  claimed, 
and  Professor  Fournier  has  added  to  one  group  the 
epithet  “typhose.” 

It  is  difficult  to  avoid  a suspicion  that  in  some 
way  syphilis  does  exert  an  influence  on  the  occurrence 
and  development  of  the  other  exanthematic  fevers. 

ON  THE  NATURE  OF  TERTIARY  SYMPTOMS 

The  clue  to  the  right  comprehension  of  the  sequelae, 
or  tertiary  symptoms,  depends  upon  recognition  of  the 
fact  that  during  the  secondary  or  humoral  stage  every 
tissue  in  the  body  comes  under  the  influence  of  the 
virus.  The  evidences  of  this  have  already  been  dis- 
cussed. We  have  next  to  accept  as  a probable  law 
that  something  is  left  behind  in  the  tissues,  or  that 
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their  mode  of  vitality  is  permanently  influenced,  so 
that  they  are  liable  ever  afterwards  to  develop  inflam- 
matory or  degenerative  processes  of  a peculiar  type. 
The  tissues  are  left,  so  to  speak,  with  a specific 
vulnerability,  and  may,  under  the  varying  influences 
of  the  subsequent  life,  take  on  various  forms  of  morbid 
action.  No  limits  as  to  time  can  be  assigned  to  the 
occurrence  of  these  manifestations. 

Although  relapses  of  syphilitic  symptoms  are  very 
common,  and  the  microscope  has  proved  that  the 
spirochsete  may  be  discovered  in  the  tissues  many 
years  after  the  original  attack,  yet  it  is  certain  that 
we  never  see  recurrences  of  the  primary  and  secondary 
phenomena,  in  due  order,  except  from  a fresh  infection. 
We  no  more  expect  to  see  a recurrence  of  chancre, 
bubo,  sore  throat,  and  general  eruption  than  at  the 
close  of  a civic  feast  do  we  anticipate  that  the 
oysters  and  soup  will  again  go  round.  The  persistence 
of  the  parasite  neither  perpetuates  nor  reproduces  the 
malady  syphilis  as  a whole. 

The  extraordinarily  close  simulation  of  the  other 
exanthemata  by  syphilitic  eruptions  has  often  induced 
a suspicion  that  there  must  be  some  generic  rela- 
tionship. Roseola  and  rubeola  are  of  such  frequent 
occurrence  as  to  be  almost  ordinary  events  in  the 
early  secondary  stage.  Scarlet  fever  is  often  simulated, 
and  shares  with  the  syphilitic  counterfeits  of  variola 
in  not  infrequently  deceiving  even  the  elect  and 
obtaining  admission  into  special  hospitals.  All  these 
eruptions,  when  in  association  with  syphilis,  are 
transitory  and  seldom  recur,  but  they  fade  (especially 
variola)  less  rapidly  than  their  prototypes.  A.re  they 
counterfeits,  or  are  they  not,  rather,  modified  originals? 
They  all  appear  to  be  deprived  of  infective  power. 

Not  only  are  the  exanthemata  simulated,  but  they 
in  turn  simulate  syphilis.  This  occurs  chiefly  in  their 
sequelae. 

LARGE  ABDOMINAL  GUMMA  MISTAKEN  FOR  SARCOMA 

As  additional  to  what  I have  written  at  p.  323  et 
seq.  as  to  gummata  which  resemble  malignant  tumours, 
I feel  it  a duty  to  record  the  following.  A married 
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lady,  in  whose  history  there  were  some  facts  suspicious 
of  syphilis,  but  far  from  conclusive,  became  the  sub- 
ject of  a fixed  pelvic  tumour.  It  was  diagnosed  as 
sarcomatous  and  insusceptible  of  treatment,  and  she 
was  brought  by  her  husband  to  England  for  further 
advice.  Several  specialists  had  been  consulted  before 
I saw  her.  When  she  was  brought  to  me  there  was 
a mass  in  the  right  pelvic  region  as  large  as  an 
infant’s  head,  and  easily  examined  both  through  the 
abdominal  wall  and  by  the  vagina.  It  had  been  recog- 
nised for  four  months,  and  was  growing  rapidly. 
The  general  health  was  failing  fast.  I felt  obliged  to 
corroborate  the  diagnoses  already  given,  and  to  advise 
an  immediate  return  home  before  it  became  impossible 
to  travel;  and  I prescribed  arsenic.  The  patient’s 
husband  knew  something  of  medicine,  and  I explained 
to  him  that  I found  it  impossible  to  suppose  the 
case  of  syphilitic  origin.  After  they  had  left  me, 
however,  the  result  of  further  consideration  induced 
me  to  write  to  him,  and  send  a prescription  for  iodide 
of  potassium  in  place  of  the  arsenic.  I did  not  see 
the  patient  again,  but  five  months  later  I received  a 
letter  from  her  husband  telling  me  that  his  wife  had 
regained  her  health  and  that  her  tumour  had  quite 
disappeared.  The  improvement  had  begun  soon  after 
the  first  use  of  the  iodide,  and  had  been  progressive. 

PREVALENCE  OF  KERATITIS 

The  statistics  of  the  renowned  Ophthalmic  Hospital 
at  Utrecht  have  for  many  years  been  carefully  kept. 
For  the  year  1907,  registering  6,908  cases,  there  were 
recorded  : Keratitis  diffusa  (e  lue  congenita),  18  cases; 
keratitis  ulcerosa,  73;  ophthal.  scrophul.  (phlyctenulae 
et  ulcera),  324 ; glaucoma,  93.  I give  glaucoma  as 
offering  a standard  of  comparison  as  to  numbers. 
Thus  it  would  appear  that  interstitial  keratitis,  in 
contrast  with  glaucoma,  is  not  much  more  frequent 
than  1 to  5.  The  report  for  1908  shows  a still  smaller 
ratio  of  keratitis. 

GENERAL  PARALYSIS  OF  THE  INSANE 

Dr.  James  Adam,  in  an  excellent  paper  in  the 
Lancet  of  November  12,  1898,  upholds  the  opinion  which 
I have  expressed,  that  general  paralysis  of  the  insane, 
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if  taken  in  time,  is  not  so  absolutely  incurable  as  some 
would  have  us  believe,  and  that  it  may,  in  not  a few 
cases,  be  arrested.  He  agrees  with  other  observers  in 
finding  its  average  duration  to  be  short  of  two  years, 
and  the  average  age  at  death  forty-five  years.  He 
recognises  an  early  stage  during  which  the  patient  goes 
about  as  usual  but  has  delusions.  My  own  conviction 
is  that,  if  this  stage  were  more  frequently  recognised, 
and  mercurial  treatment  at  once  commenced,  many 
cases  would  be  arrested.  Whether  they  would  be  cured 
would  depend  upon  whether  the  remedy  were  con- 
tinued. In  cases  of  this  group  I would  give  small 
doses  continuously  for  a very  long  period,  practically 
a lifelong  course. 

PARAPLEGIA  AND  THE  SEX-CENTRES 

In  the  commonest  form  of  paraplegia  which  follows 
syphilis  I think  it  probable  that  the  centres  involved 
in  the  sexual  act  are  usually  the  parts  first  affected. 
If  patients  were  communicative  and  candid  on  such 
matters  we  should,  I believe,  often  be  told  that  the 
symptoms  set  in  after  forced  or  excessive  intercourse. 
Men  are  usually  the  victims.  The  sex-function  is  in- 
variably damaged,  and  often  permanently  lost.  This 
occurs  even  when  the  use  of  the  lower  extremities  is 
fairly  well  recovered.  The  peculiar  gait — which  is 
usually  permanent — suggests  weakness  of  the  glutei  and 
associated  muscles  rather  than  of  those  of  the  whole 
limb.  Unquestionably  the  myelitis,  when  once  initiated, 
may  spread  both  upwards  and  downwards,  although 
it  does  not  often  do  so. 

ARSENIC  IN  TREATMENT 

Atoxyl  and  soamin  are  “ arylarsonates  ” which  differ 
chiefly,  if  not  solely,  as  to  purity.  Their  base  is  arsenic, 
and  they  are  liable  to  all  the  disadvantages  of  that 
drug,  more  especially  to  that  of  giving  predisposition 
to  cancer.  They  are  often  beneficial  in  syphilis.  They 
arc  praised  as  useful  in  causing  mucous  patches  to 
heal  and  preventing  their  recurrence.  This  fits  well 
with  the  suggestion  which  I have  made,  that  these 
patches  are  usually  herpetic  in  their  nature  and 
will  resist  mercury.  It  is  doubtful,  however,  whether 
these  salts  are  in  any  way  superior  to  small  doses 
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of  Fowler’s  solution.  They  should  be  resorted  to  in 
cases  where  other  remedies  have  failed,  and  never 
used  as  substitutes  for  mercury.  We  are  told  that 
“ the  great  interest  of  these  organic  preparations  lies 
in  the  fact  that  much  larger  quantities  of  arsenic 
can  be  administered,  when  given  in  the  form  of  an 
organic  salt,  than  was  formerly  possible,  and  its 
remedial  efficacy  is  consequently  enhanced.”  But  the 
last  sentence  involves  a gross  fallacy.  It  is  probable 
that  they  are  less  energetic,  and  that  Fowler’s  solution 
in  proper  dosage  can  do  everything  that  arsenic  can 
effect.  Witness  its  effects  in  pemphigus.  I am  often 
impressed  with  a suspicion  that  the  laudatory  notices 
of  new  preparations  of  arsenic  are  written  by  those 
who  have  but  little  knowledge  of  what  Fowler’s  solution 
can  do,  and  who  would  be  more  profitably  employed 
in  studying  the  powers  of  our  old-established  and 
simpler  forms  of  drugs  than  in  urging  the  claims  of 
new  ones.  Why  should  the  attention  be  wearied  and 
the  memory  burdened  with  details  as  to  soamin  and 
atoxyl,  when,  after  all,  nothing  is  claimed  as  to  their 
powers  which  has  not  been  amply  proved  for  liquor 
arsenical  is,  and  the  probability  is  not  disputed  that 
for  general  use,  although  efficacious,  in  comparison 
with  mercury  they  are  only  second-best? 

In  praise  of  atoxyl  it  may  suffice  to  quote  the  words 
of  one  of  its  warmest  advocates.  The  following  are 
some  of  Professor  Hallopeau’s  conclusions  : — 

“It  would  very  probably  be  possible  to  cure  syphilis  by  in- 
jections of  atoxyl  if  it  were  possible  to  repeat  them  for  a long 
enough  period  at  sufficient  doses. 

“ Unfortunately  this  is  not  possible,  and  the  injections  have 
to  be  stopped  after  a varying  number  have  been  given  owing 
to  symptoms  indicating  intolerance.” 

Atoxyl  contains  two  energetic  poisons,  arsenic  and 
aniline.  The  arsenic  often  causes  polyneuritis,  and 
the  aniline,  or) tic  neuritis.  The  latter  is  irrecoverable. 
The  Medical  Review  records  that  Koch  alone  has  pub- 
lished twenty-two  cases  of  this  kind,  and  adds  that 
“ the  elective  action  of  atoxyl  on  the  optic  nerve  is 
as  striking  as  that  of  lead  on  the  radial  nerve.”  With 
a remedy  at  hand  so  efficient  and  so  free  from  risk 
as  mercury,  it  is  difficult  to  find  a motive  for  continued 
experiments  with  one  so  dangerous  as  atoxyl  is  ad- 
mitted to  be. 
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ABORTIVE  TREATMENT  AND  ANTICIPATIVE 
TREATMENT 


The  expression  “ abortive  treatment  ” and  its  equiva- 
lent “suppression”  were  first  employed  when  the  idea 
was  mooted  that  it  was  possible  and  perhaps  advisable 
to  prevent  altogether  the  development  of  the  secondary 
stage.  This  was  to  be  done  by  the  use  of  mercury 
as  soon  as  the  specific  character  of  the  chancre  was 
recognised.  Although  much  opposed  at  first,  this 
practice  has  become  general,  and  is  fully  sustained  by 
results.  I would  now  propose  the  term  “ anticipative 
treatment”  for  the  use  of  the  specific  for  sores  con- 
tracted under  suspicious  conditions  but  not  as  yet 
showing  characteristic  features. 

Although  the  practice  of  anticipative  treatment 
may  be  very  slow  to  receive  professional  recognition, 
it  is  safe  to  foresee  that  it  will  force  itself  upon 
our  adoption.  Our  patients  will  demand  it;  and  if, 
as  is  very  possible,  it  should  become  evident  that 
its  result  was  a vast  reduction  in  the  prevalence  of 
developed  syphilis,  it  would  soon  become  the  ordinary 
rule.  Much  must  depend  upon  our  estimate  of  the 
inconvenience  or  possibly  injurious  influence  of  a long 
mercurial  course.  If  it  be  seen  that  these  arc,  as  I 
contend,  reduced  to  a minimum  under  the  small-dose 
and  tonic  plan,  or  even  transformed  into  gain,  the 
adoption  of  the  new  rule  will  soon  have  but  few  oppo- 
nents. It  is  quite  possible  that  further  development 
of  diagnosis  by  aid  of  the  microscope  may  simplify 
the  problem. 

DANGERS  OF  TIIE  NON-MERCURIAL  TREATMENT 

In  1834,  Moreau  at  a sitting  of  the  Royal  Academy 
of  Medicine  asserted  that— “ hi  ever  has  so  much  here- 
ditary syphilis  been  seen  as  since  the  antiphlogistic 
{i.e.  non-mercurial)  method  has  been  so  generally 
employed  against  the  venereal  lesions  of  adults.” 


CURABILITY  OF  SYPHILIS 

l£  is  a cruel  dictum,  and  surely  a senseless  one, 
which  declares,  within  hearing  of  the  public,  that 
syphilis  is  never  cured.  In  a sense  it  is  indisputable, 
but  in  the  light  of  intelligence  it  involves  a very  gross 
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misstatement  of  the  truth.  It  is  impossible  that  the 
“ has  been  ” can  ever  become  the  “ not  been  ” ; and 
almost  all  forms  of  illness,  certainly  all  specific  fevers, 
leave  their  remote  effects.  Those  of  bygone  syphilis 
are  more  conspicuous,  but  probably  by  no  means  more 
constant,  than  those  of  the  other  maladies.  The  gross 
exaggerations  entertained  on  this  subject  by  both  the 
profession  and  the  public  arc,  it  may  be  believed,  the 
cause  of  much  more  social  misery  than  is  due  to  the 
actual  disease.  There  are  thousands  whose  lives  are 
blighted  not  by  anything  which  the  disease  has  caused, 
but  by  the  belief — often  an  error — that  they  have 
suffered  from  it. 

A source  of  much  error  has  been  the  acceptance 
of  what  is  very  exceptional  as  if  it  were  common. 
It  is  the  uncured  cases  which  remain  long  under 
observation,  whilst  the  cured  pass  out  of  recognition. 
If  it  were  possible  to  compel  all  who  in  former  life 
had  suffered  from  syphilis  to  wear  on  any  given  day 
a distinctive  form  of  hat,  the  revelation  would  vastly 
modify  the  popular  estimate  of  the  terrors  of  syphilis. 
Men  esteemed  by  their  friends  as  models  of  good 
health,  the  husbands  of  prospering  wives,  the  fathers 
of  vigorous  sons  and  daughters,  would  make  up  an 
overwhelming  majority  of  those  who  thus  bore  the 
badge  of  follies  long  ago  forgotten. 

DECREASE  OF  ENGLISH  MORTALITY  FROM 

SYPHILIS 

I quote  statistics  of  the  mortality  from  syphilis 
wTith  much  misgiving,  knowing  well  that  numerous 
pitfalls  await  the  incautious  inquirer.  So  far,  how- 
ever, as  I have  been  able  to>  estimate  the  facts,  it 
appears  certain  that  the  mortality  has  very  definitely 
declined  during  the  last  quarter  of  a century.  Making 
allowance  for  increase  of  population,  it  would  appear 
that,  if  the  mortality  in  England  from  syphilis  had 
been  in  the  same  ratio  in  1904  that  it  was  in  1874, 
there  would  have  been  3,000  deaths,  whereas  there  were 
only  1876.  These  figures  include  all  ages. 

During  the  decennium  prior  to  the  year  1875  the 
mortality  registered  in  England  and  Wales  as  being 
caused  by  syphilis  had  been  steadily  increasing.  This 
may  have  been  in  part  due  to  the  recognition  of 
visceral  syphilis  as  a cause  of  death  about  which  but 
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little  was  known  in  the  early  part  of  the  century. 
With  the  year  1875,  howevgr,  although  this  increased 
recognition  was  doubtless  progressive,  the  highest  point 
was  reached,  and  since  then  there  has  been,  with  some 
variations,  a steady  decline.  Thus,  in  1875  the  mor- 
tality for  all  ages  was  2,140,  and  in  1904  only  1,834. 
Allowing  for  increase  in  population  it  ought  to  have 
been  at  the  latter  date  nearly  3,000.  The  figures,  as 
regards  congenital  syphilis,  are  of  the  same  tenor. 
The  deaths  in  1875  were  1,554,  and  in  1894  only  1,229, 
whereas,  allowing  for  population  increase,  they  might 
have  been  1,888. 

Concurrently  with  these  statistical  results  a general 
impression  has,  I believe,  been  gaining  ground  to  the 
effect  that  syphilis  is  becoming  a milder  disease,  and 
confidence  in  the  efficiency  of  treatment  to  control  its 
effects  has  vastly  increased.  That  these  results  are  not 
due  to  any  real  change  in  the  malady  itself,  or  to  any 
hypothetical  immunity  acquired  by  the  race,  is  made 
evident  by  the  fact  that  up  to  the  date  mentioned 
there  had  been  a steady  increase  from  the  first  date 
at  which  statistics  became  fairly  trustworthy.  We  are 
left,  then,  to  the  conclusion  that  the  victory  has  been 
gained  by  a better  knowledge  of  the  nature  of  the 
malady,  and,  above  all,  by  the  introduction  of  a 
better  method  of  treatment. 

It  is  possible  that  in  the  Registrar-General’s  reports 
the  mortality  from  syphilis  may  stand  at  a lower  figure 
than  it  ought  to  do,  owing  to  reluctance  on  the  part 
of  family  practitioners  to  record  it.  This  source  of 
fallacy  is,  however,  wholly  removed— indeed,  possibly 
turned  somewhat  in  the  opposite  direction— in  the 
case  of  public  institutions.  From  the  annual  report 
of  the  medical  officer  of  health  for  the  borough  of 
Marylebone  for  the  year  1907  we  learn  that,  out  of  503 
deaths  occurring  in  the  Notting  Hill  Infirmary,  2 only 
were  ascribed  to  syphilis,  whilst  27  died  of  old  age. 
In  the  Middlesex  Hospital,  out  of  a total  of  418  deaths, 
only  2 were  from  syphilis;  and  in  Queen  Charlotte’s 
Lying-in  Hospital,  out  of  51 — all  probably  of  infants — 
only  1 was  assigned  to  syphilis. 

In  the  general  population  of  the  same  district,  the 
total  infantile  mortality  for  the  year  was  264,  and  of 
these  deaths  only  7 were  attributed  to  syphilis;  little 
more  than  1 in  40.  I quote  without  any  selection. 
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At  a recent  meeting  of  a medical  society,  Sir  Felix 
Sernon  stated  that  a majority  of  those  who  came 
under  his  care  for  syphilis  affecting  the  throat  had 
been  treated  by  the  small-pill  method,  and  he  appeared 
to  think  that  this  was  an  objection  to  it.  He  was, 
however,  promptly  met  by  another  speaker,  wTho  re- 
minded him  that  in  English  practice,  during  the  past 
twenty  years,  almost  all  cases  of  syphilis  had  been  so 
treated. 


NOTES  ON  THE  TEETH 

We  owe  to  the  late  Mr.  Moon  ( see  p.  460),  at  that 
time  dental  surgeon  to  Guy’s  Hospital,  the  interesting 
observation  that,  in  the  mouths  of  those  who  show 
the  notched  incisors  characteristic  of  inherited  syphilis, 
the  first  permanent  molars  are  also  often  deformed. 
In  them  the  deformity  is  produced  by  suppression  of 
the  central  tubercle  of  each  cusp,  and  the  consequent 
falling  together  of  the  lateral  ones  so  as  to  produce 
more  or  less  of  a dome-like  contour.  The  accuracy 
of  the  observation  has  been  confirmed  by  others.  The 
condition  is  not,  however,  one  which  can  be  implicitly 
trusted,  and  I still  give  confidence  only  to  the  “test 
teeth,”  the  notched  upper  central  incisors. 

An  illustration  given  by  Dr.  Mott,  and  copied 
from  a photograph,  shows  very  conspicuous  and  char- 
acteristic central  notches  in  the  four  lower  permanent 
incisors  ( see  p.  47  of  Mott’s  “Archives”).  The  upper 
incisors  (the  central  pair)  are  also  notched  char- 
acteristically. I have  seen  many  examples  of  defective 
formation  of  the  lower  incisors,  and  have  figured  some 
of  them,  but  none  so  characteristic  as  those  here 
given.  Other  observers  have  also  seen  them,  and  one 
very  like  Dr.  Mott’s  is  figured  in  Bryant’s  “ Manual 
of  Surgery.”  I have  endeavoured  to  restrict  diagnostic 
observations  almost  wholly  to  the  upper  set  and  the 
two  “test  teeth,”  from  fear  of  causing  mistakes. 


“ ESTHIOMfiNE  ” 

The  term  “esthiomene”  has  been  applied  to  certain 
examples  of  a spreading  ulceration  on  the  genitals, 
bearing  close  resemblance  to  lupoid  syphilis  but  not 
curable  by  specifics.  Severe  forms  of  it  are  seen  in 
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India,  and  the  term  “ infective  granuloma  ” is  used. 
It  is  sometimes  mistaken  for  epithelial  cancer.  It  is 
possibly  due  to  the  association  of  tuberculosis  with 
tertiary  syphilis. 

COLLES’  LAW 

It  is  worthy  of  note,  as  bearing  on  the  question  of 
Colics’  law,  that  Buschke  and  Fischer  found  spirilla 
in  fluid  obtained  by  aspiration  from  an  inguinal 
gland,  in  the  case  of  the  mother  of  a syphilitic  foetus, 
in  spite  of  the  fact  that  she  did  not  show  any  signs  of 
syphilis  whatever.  The  suggestion  is  that  the  mother 
obtained  the  parasite  from  her  foetus,  but  in  a stage 
or  condition  incapable  of  developing  the  full  disease 
in  herself. 


TABES  IN  CHILDREN 

Cases  of  tabes,  as  well  as  some  of  general  paralysis, 
have  been  recognised  in  children  the  subjects  of  in- 
herited syphilis.  A good  resume  of  facts,  with  some 
original  cases  of  tabes,  from  the  pen  of  Dr.  Ernest 
Jones,  will  be  found  in  the  British  Journal  of  Children,’ s 
Diseases  for  April,  1908. 

The  proportions  of  the  two  sexes  in  juvenile  tabes 
and  general  paralysis  appear  to  be  equal,  with  a 
slight  preponderance  in  females. 

The  occurrence  of  tabetic  sy/nptoms  as  a result  of 
inherited  syphilis  has  been  recorded  as  being  first 
observed  as  late  as  the  fortieth  year.  A parallel  state- 
ment is  true  as  to  interstitial  keratitis. 

STJ OPERATION  EXCEPTIONAL 

In  syphilis  the  tendency  is  to  plastic  exudations 
and  sclerosis,  even  to  overgrowth,  and  not  to  sup- 
puration. Ulceration  and  suppuration  are  exceptional, 
but  may  occur  at  all  stages. 

' INGUINAL  BUBO 

The  rarity  of  the  absence  of  inguinal  bubo  in  cases 
of  infecting  chancres  is  well  known.  Ricord’s  axiom 
was,  “ Pas  de  chancre  infectant  sans  buhon  ”;  and 
other  authorities  have  given  it  almost  entire  support. 
It  is,  however,  certain  that  in  a few  cases  of  true 
chancre  no  enlarged  glands  can  be  discovered. 
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THE  PLACENTA 

It  must  be  noted  that  observers  have  only  infre- 
quently detected  spirilla  in  syphilitic  placentas,  and 
those  but  sparsely  distributed. 

The  spirilla  are  found  almost  exclusively  in  the 
foetal  portion.  They  are  abundant  in  the  umbilical 
cord. 

Their  recognition  may  much  help  us  in  the  diagnosis 
of  inherited  syphilis,  since  they  are  very  abundant 
in  the  viscera  of  the  foetus. 

ON  THE  TERM  “ VIRUS  ” 

We  have  for  long  been  using  with  confidence  the 
expression  “syphilitic  virus,”  and  one  of  our  best 
pathologists  advises  that  it  should  be  continued  rather 
than  that  of  the  name  of  the  supposed  parasite. 

THE  SEMINAL  FLUID  AND  GENITAL  ORGANS 

The  spirochsete  has  not  been  found  in  the  seminal 
fluid.  The  saliva  is  said  to  contain  it  sometimes  in 
abundance. 

“ The  female  genital  organs  are  the  home  of  other 
forms  of  spirilla  which  may  at  times  be  mistaken  for 
the  Spirochceta  pallida .” — Metchnikoff. 

The  parasite  is  not  present  in  “parasyphilis.” 

It  has  been  found  “not  only  in  the  stroma  of  the 
ovary  of  an  infant  aged  one  month,  but  in  the  proto- 
plasm of  the  young  ova  themselves.” — Levaditi  and 
Sauvage. 
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Bubas,  1 
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, non -venereal,  true,  21 

persisting,  17<i 

, phagedsenic,  139 

, primary,  on  tongue,  219 
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Circumcision-syphilis,  47 
Clarke,  Dr.  Mitchell,  485 
“ Clinical  Illustrations,”  375,  457 

Research  Association,  183 

Clouston,  Dr.,  487 
Clutton,  Mr.,  381 
Codes’  law,  161,  438,  569 
Colman,  Mr.,  430 
Columbus,  Christopher,  1 
Coma,  death  in,  301 
Condyloma  with  iritis,  99 
Condylomata,  109,  238 
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, complete,  111 

in  congenital  syphilis,  253 
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Dixon,  Mr.,  277 
Domingo,  St.,  1 
Donovan’s  solution,  526 
“ Don  Quixote,”  506 
Doses,  fatal  effects  from  small,  519 
, small,  532 


Down,  Dr.  Langdon,  487 
Droitwich  salt  pack,  382 
Drysdale,  Dr.,  506 
Duckworth,  Sir  Dyce,  238 
Ducrey,  64 
Duffin,  Dr.,  112 
Dunlop,  Dr.  Melville,  381 
Dunn,  Mr.,  82 
Dwarfed  growth,  419 


Ear,  111,  258,  251 
Ectropium  labialis,  215 
Elbow-joint,  deformities  of,  476, 
477 

Epiglottis,  217,  234 
Epilepsy,  484 

, Jacksonian,  346 

Epiphyses,  defects  of,  479 
Epiphysitis  in  infancy,  479 
Epithelial  cancer,  221 
Erb,  Prof.,  284 
Erosive  lupus,  92 
Eruptions  affecting  chiefly  the 
trunk,  see  Plate  4,  facing  p.  102 

after  apparent  cure,  186 

-,  nummular,  124 

, recurring  erythematous,  187. 

560 

resembling  syphilis,  125, 127, 

129 

, symmetrical  erythematous, 

128 

Erythema,  desquamating  ring 
worm-like,  127 

Erythematous  lupus  (syphilitic), 
197 

Esthiomene,  357,  568 
Evolution  of  hereditary  syphilis, 
384 

Exaggerations  as  to  prevalence, 
395 

Exanthem  stage,  96 
Exanthemata  and  syphilis,  68 
Excision  of  chancres,  20 
Exposure,  its  frequency,  27 
Eye,  263 

affections  in  secondary  stage, 

107 
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Eye  in  inherited  syphilis,  462 
Eyebrow  chancre,  51 
Eagge,  Dr.  Hilton,  283,  286,  288, 
320 

Fallacies  as  to  induration  of 
chancres,  30 

Families,  healthy,  born  of  con- 
genitally syphilitic  parentage, 
496 

Father,  transmission  from,  41 1,  417 

Febrile  disturbance,  112 

Female,  greater  liability  of,  403 

Femoral  artery,  241 

Fenwick,  Dr.,  330 

Ferrier,  Dr.,  315 

Fever  of  syphilis,  346,  560 

Field,  Mr.,  94 

Fiji,  7 

Finger  chancres,  36,  59 
Fleas,  35 

Foetal  contamination,  160,  417 

infection  of  mother,  161 

Follin,  79 

Fordyce,  Dr.,  292 

Fournier,  M.  Edmond,  496,  497 

, Prof.,  54,  175,  312,  336,  355, 

515 

Fowler’s  solution,  563 
Fox,  Dr.  Arthur,  286 

, Dr.  Colcott,  207,  351 

Framboesia  Cromwelliana,  5,  547 

tropica,  8,  544 

French  Academy,  451 
“ disease,”  2 


Gangrene,  acroteric,  244 
Gascoyen,  79 
Gee,  Dr.,  328 

General  paralysis  of  the  insane, 
304,  311,  562 
Generation,  third,  423 
Germ  transmission,  411 
Giddiness,  257,  260 
Girls  and  deafness,  418 
Gland  disease,  479 
Glandular  gumma,  417 

system,  55 

Gians  penis,  84 


Gians  penis,  lupoid  affection  of, 
203,  204 

Glossitis,  specific,  216 

, syphilitic,  220 

Glosso-labio-pharyngeal  paralysis, 
310,  343 

Glosso-pharyngeal  nerve,  paralysis 
of,  277 

Goodhart,  Dr.,  337 
Gout,  383 
Granuloma,  368 
Green,  Dr.,  337 
Greenhow,  Dr.,  329 
Grey-powder  pill,  508 
Grove,  Dr.  W.  It.,  54 
Growths,  arrest  of,  419 

, malignant,  361 

Gruber,  254 
Grundbeck,  Joseph,  4 
Gubler,  320,  323 
Gull,  Sir  William,  286 
Gulliver,  Dr.,  335 
Gumma,  367 

, abdominal,  mistaken  for 

sarcoma,  561 

of  choroid,  269 

■,  fusiform,  241 

, glandular,  417 

in  the  iris,  466 

of  the  liver,  323 

of  the  palate,  223 

of  the  skin,  371 

, sloughing,  368 

Gummas  and  neoplasms,  365 
Gummata,  deeply  placed,  366 

, exogenous  increase  in,  369 

of  glands,  61 

, liquefaction  of,  371 

in  the  lung,  338 

, nature  of,  373 

, periarterial,  237 

, periplilebitic,  249 

rarely  suppurate,  331,  371 

in  the  secondary  stage, 

369 

in  the  testes,  210,  270 

— — , treatment  of,  369 

, tumour-like,  218 

of  viscera,  339 
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H aeon,  Mr.,  476 
Haemorrhage  in  phagedaena,  92 
Hardie,  79 
Haslund,  Dr.,  329 
Headache,  247,  274 

, diagnosis  of,  275 

— — after  sleep,  274 
Heart,  236 

, condylomata  of,  239 

, vegetations  of  valves  of,  239 

Hemiplegia,  237,  293 

, recovery  after,  295 

, syphilitic,  293 

in  a young  child,  485 

in  a young  woman,  486 

Herpes,  69,  145,  558 

after  chancre,  69 

— — recurring,  in  throat,  149 

on  the  tongue,  149 

Herpetic  affections  of  throat  and 
mouth,  217 

Hill,  Mr.  Berkeley,  19,  73,  207 
Hinton,  Mr.,  253,  404 
Hirsch,  1 
Hispaniola,  1 
History  of  syphilis,  1 
Hospital  phagedaena,  85 
Hunter,  212 

Hypertrophic  sclerosis,  99 
Hypertrophies,  papillary,  117 
Hypertrophy,  organic,  99 


Idiocy,  aggressive,  492 

Idiosyncrasy,  effects  of,  106 

“ Illustrations  of  Clinical  Surgery,” 

66,  222 

Illustrations  of  inheritance,  423, 
425 

Imitations,  197 

Immersion  treatment  of  phage- 
daena, 91 

Implication  of  the  lymphatics,  365 

Incubation  period  of  chancres,  23, 
24,  260 

, local  condition  during, 

27 

in  vaccination-syphilis, 


Indurations  in  corpora  cavernosa, 
553 

in  lymphatic  trunks,  59 

Infancy,  absence  of  symptoms  in, 
401 

, bone  disease  in,  389 

and  iritis,  404 

, symptoms  in,  385 

, syphilis  acquired  in,  448 

Infantile  syphilis,  statistics  of,  395 

, treatment  of,  391 

Infants,  pemphigus  in,  427 
Infections,  second,  68 
Inflammation  of  the  tooth  sacs, 
229 

Influence  of  sex  and  age,  221 
Inheritance,  acquisition  after,  153 

in  adult  life,  429 

, illustrations  of,  423,  425 

, modes  of,  409 

, protective,  151 

Injections,  hypodermic,  objec- 
tions to,  517 

Insane,  tabes  and  general  para- 
lysis of  the,  304,  3 1 1 
Insect  contagion,  35 
Insufflations  of  iodoform,  334 
International  Congress,  201 
Intestines,  ulcers  in,  331 
Investigation,  experimental,  360 
Iodide  of  potassium,  506,  509 
Iodides  of  mercury,  528 
Iodoform,  65,  93,  232,  334 

, local  application  of,  215 

Iodol,  65 

Iritis  in  infants,  404,  465 

and  inherited  syphilis,  464 

, syphilitic,  108,  263 

Isaacs,  Dr.,  478 


Jackson,  Dr.  Hughlings,  261,  277, 
297,  346,  480,  484,  488 
Jacksonian  epilepsy,  346 
Jaundice,  319 
.Tenner,  Sir  William,  297 
Joints  and  bones,  affections  in,  110 

, suppuration  in,  383 

Jordan,  Mr.  Furneaux,  211 
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Judd,  Dr.,  506 
Jullien,  Dr.,  248 


Kaposi’s  Hand  Atlas,  148,  456 
Keratitis,  111,  270,  404,  562 

in  acquired  syphilis,  271 

associated  with  knee-joint 

affections,  381 

, diffuse,  263 

, interstitial,  264 

, , and  synovitis,  381 

in  one  eye  only,  468 

Kidneys,  327,  338 

, lardaeeous,  340 

Knapp,  Dr.,  254 
Knee-joints,  381,  424 
Knees,  synovitis  of,  418 
Krauss,  452 
Kuh,  Dr.,  284 

Kynsey,  Sir  William,  35,  546 


Laidlow,  Dr.,  261 
La  my,  Dr.,  284,  286 
Landry’s  paralysis,  276,  279,  290 
Lane,  Mr.  Ernest,  517 
Larynx,  212,  215,  334 

, stenosis  of,  217 

Latency  in  congenital  syphilis,  223 

, long  period  of,  209 

Lawford,  Mr.,  372 
Laws  of  transmission,  437 
Leared,  Dr.,  239 
“ Lectures  on  Syphilis,”  151 
Lee,  Mr.,  151,  508,  537 
Lees,  Dr.,  389 
Lepto-meningo-myelitis,  286 
Lesion,  initial  destruction  of,  19 

, nature  of  tertiary,  357 

, unilateral,  257 

Leu  coderma  colli,  557 
Lice,  38 
Lichen,  103 
Limpet-shell  type,  193 
Lip  chancre,  82,  121 
Lips,  215 

Liver,  diseases  of,  319,  321,  323 
, gummatous  lesions  of,  339 


Liver,  tumour-gumma  of,  323 
Local  condition  during  incubation 
period,  27 

persistence,  169 

London  Hospital  Reports,  175, 
484 

Longevity,  432 

Ludwig,  Dr.,  52 

Lung  disease,  fibroid,  337 

, gummata  in,  338,  339 

Lupoid  affection  of  the  glans  penis, 
203,  204 

syphilis,  197,  205 

ulcerations,  234 

Lupus  erythematosus,  syphilitic 
simulations  of,  197 

vulgaris,  470 

and  phagedajnic  syphi- 
lis, distinction  between,  474 

of  pharynx,  472 

, syphilitic,  84,  185,  196 

vorax,  92 

Lymphatic  glands,  spirillum  in, 
62  (note) 

trunks,  indurations  in,  59 

Lymphatics,  implication  of,  365 


Macliin,  Mr.,  376 
McFadyean,  Prof.,  469 
Mackenzie,  Sir  Morell,  335 
Macleod,  Dr.,  185 
Macnamara,  Mr.  Charles,  47 
Malformations  of  teeth,  349,  407 
Malignant  syphilis,  355 
Marriage  after  syphilis,  553 
Marshall,  Mr.,  496,  516 
Medical  Review,  330,  519 
Memoranda  as  to  primary  sores, 
22 

Meniere’s  malady,  255,  260 
Mercury,  93,  96,  529 

, antidotal  efficacy  of,  163 

, importance  of  dose,  511 

, influence  of,  on  the  blood, 

510 

with  iodide  of  potassium, 

509 

, iodides  of,  528 
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Mercury,  lifelong  courses  of,  513 

, methods  of  administration 

of,  535 

, opinion  of  authors  concern- 
ing treatment  by,  522 
Metchnikoff,  549 

Methods  of  administering  mer- 
cury, 535 

• of  treatment,  objection  to 

certain,  514 

Midwifery  chancres,  16,  33,  58, 
81 

Mills,  Dr.,  191 

Modes  of  inheritance,  410,  413 
Molluscum  contagiosum,  124 
Moon,  Mr.,  430,  400 
Moore,  Mr.,  331 
Moorfields  Hospital,  272,  416 
Mortality  from  syphilis,  English, 
566 

Morton,  Mr.  Stanford,  271 

Mortonism,  444 

Mother,  foetal  infection  of,  161 

, transmission  by,  440,  443 

Mott,  Dr.,  314,  494 
Mouth,  212 

, chancres  in,  213 

, herpes  in,  145 

, herpetic  affections  of,  217 

and  mucous  membranes,  109 

Mucous  membranes,  109,  330 

patch,  109,  220 

Multiple  chancres,  36 
Multiplicity  of  infecting  chancres, 
17 

Myelitis,  diffuse,  286 

, transverse,  168,  281 

Myocardium,  238,  240 
Myositis,  gummatous  interstitial, 
340 


Nails,  225,  229 
“ Neapolitan  disease,”  2 
Neisser,  Dr.,  515 
Neoplasms,  365 
Nerve,  facial,  255 

, white  atrophy  of  optic,  317 

Nerves,  cranial,  483 


Nerves,  paralysis  of  glosso-pha- 
ryngeal  and  pneumogastric,  277 
| Nervous  disorders  in  connection 
with  inherited  syphilis,  480 

system,  114 

I Neuralgia,  346 
Neuralgic  pains,  258 
Neuritis,  292,  346 

I , fusiform,  483 

I , optic,  263,  264 

Neuro -retinitis,  263 
Neuroses  in  congenital  syphilis,  481 
New  Sydenham  Society’s  Atlas 
210,  211 

Nipple  chancres,  50,  161 
Non-infecting  venereal  sores,  14, 
51,  66,  551 

Non-mercurial  treatment,  565 
Non-venereal  true  chancres,  21 
Nose,  phagedsena  of,  91 
Nummular  eruptions,  124 

Obstruction  of  the  vena  cava,  248 
Occlusion,  arterial,  244 
Onychia  maligna,  226 
Opacities,  vitreous,  258 
Ophthalmoplegia  externa,  278, 
306,  342,  483 

interna,  304 

Opinions  of  authors  as  to  treat- 
ment by  mercury,  522 
Oppenlieim,  Dr.,  284 
Optic  neuritis,  263,  264 
Orchitis,  syphilitic,  331 
Organisms,  pyogenic,  55,  64 
Origin  of  syphilis,  1 
j Osteitis,  chronic,  375 

deformans,  377 

in  inherited  syphilis,  379 

Osteocopic  pains,  115 
Otitis,  301 

Overgrowth,  syphilis  as  a cause  of, 
98 

Oviedo,  1 


Paget,  Sir  James,  477 
“ Paget’s  disease,”  377,  378 
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Pains,  neuralgic,  258 

, osteocopic,  115 

, rheumatoid,  115 

Palate,  complete  destruction  of, 
473 

, gumma  of,  223 

Papillae,  hypertrophied,  98,  117 
Papillomata  of  the  surface  of  the 
tongue,  214 
Paralysis,  Bell’s,  277 

, double  facial,  292 

, facial,  468 

, , with  deafness,  253 

of  the  fifth  nerve,  276 

, general,  of  the  insane,  304, 

311,  562 

, glosso-labio-pharyngeal,  310 

, Landry’s,  276 

, spinal,  279,  289 

, tabetic,  307 

of  the  tongue,  259 

Paralytic  stroke,  293 
Parangi,  35,  545 
Paraplegia,  168,  281,  563 
Parasiticides  and  specifics,  action 
of,  513,  573 
“ Parasyphilitic,”  355 
Parentage,  syphilitic,  and  healthy 
families,  496 

Parents,  inheritance  from  both, 
446 

Parker,  Mr.  Langston,  231,  508, 
536 

, Mr.  R.  W.,  228 

Parrot,  Prof.,  389,  470 
Paternal  transmission,  556 
Pathological  Society's  Transac- 
tions. 211,  320,  321,  323,  327-9, 
335,  338,  401,  457 
Pemphigus,  393 

diutinus,  450 

in  infants,  427 

neonatorum,  229 

— — present  at  time  of  birth, 
418 

of  syphilitic  infants,  449 

Perforation  of  the  arterial  walls, 
245 

Periarterial  gummata,  237 


[ Periarteritis,  113,  236,  247 
Periostitis  of  inherited  syphilis, 
379 

in  secondary  stage,  119 

Persistence,  local,  169 
Persisting  symptoms,  235 
Peru,  7 

Phagedaena,  74 

in  connection  with  acquired 

syphilis,  85 

, haemorrhage  in,  92 

— — of  the  nose  and  throat,  91 

with  rupia,  193,  195 

in  syphilis,  87 

of  throat,  95,  217 

Phagedsenic  chancres,  139 

inflammation  of  the  mouth, 

217 

sores,  crateriform  variety  of, 

141 

syphilis  and  lupus,  distinc- 
tion between,  474 

idcerations,  65 

Pharyngitis,  syphilitic,  213 
Pharynx,  lupus  of,  472 
Philip,  Dr.  Wilson,  336 
Phlebitis,  250 
Phthisis,  fibroid,  336,  338 
Physiognomy,  absence  of  peculiari- 
ties of,  418 

of  inherited  syphilis,  408 

Pigmentary  changes,  557 
Pill,  the  small  grey-powder,  508 
Pinch,  Captain  Hayward,  105 
Pityriasis  rosea,  130-33 
Place  of  origin  of  syphilis,  1 
Placenta  and  abortions,  403 

, spirilla  in,  570 

Plugging  of  the  middle  cerebral 
artery,  247 

Pneumogastric  nerve,  paralysis  of, 
277,  291 

Polyclinic,  cases  at  the,  323,  325, 
478 

Polyclinic  Journal,  468,  517 
Polymorphism,  102 
Polyneuritis,  toxic,  291 
Portal,  320 

Post-syphilitic  degenerations,  267 
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Potassium  iodide,  506,  509 
Pregnancy,  results  of  syphilis 
contracted  during,  156,  157 
Prevalence  of  syphilis,  exaggera- 
tions as  to,  395 

Primary  sores,  memoranda  as  to, 
22 

syphilis,  9 

Prognosis  of  infantile  syphilis, 
392 

in  malignant  syphilis,  139 

of  tertiary  disease,  358 

Prolonged  courses  of  mercury  in 
young  children,  392 
Protozoan  parasite,  10 
Psoriasis  of  nail -bed,  227 

palmaris,  230,  349,  417 

rupoides,  348 

Ptosis,  309 
Ptyalism,  531 

Pyogenic  organisms,  55,  64 


Radcliffe,  Dr.,  288 

Radius,  arrested  growth  of,  479 

, displacement  of,  380 

Raynaud’s  phenomena,  236,  245, 
492 

Reade,  Dr.  Thomas,  346 
Rectum,  331 

Recurrence  of  induration,  18 
Relapses,  531 

Resolution,  spontaneous,  19 
Retinitis  pigmentosa,  simulated, 
490 

Rheumatoid  pains,  115 
Rickets,  389 

and  syphilis,  475 

Ricord,  19,  49,  68,  77,  207,  238, 
470 

Ricord’s  Atlas,  426 
Ringworm  tongue,  220,  418 

like  erythema,  127 

Robinson,  Dr.  Beetham,  211 
Rodent  ulcer,  344 
Rolleston,  Dr.,  240,  340 
Roseola,  102 

, syphilitic,  97 

Rubeola,  syphilitic,  345 


! ltupia,  105 

-lupus,  76,  81,  192 

with  phagedgena,  193 

j , phagedsenic  or  serpiginous, 

195 

prominens,  105 

and  secondary  eruptions,  191 


Salivation,  507 
Salt  pack,  Droitwich,  382 
Sarcocele,  syphilitic,  207,  365 
j Sarcoma  of  the  testes,  362 
Scabies,  36,  37 
Schaudinn,  8,  10  543,  548 
Sclerosis,  220,  349 

of  arteries,  288 

of  bones,  374 

hypertrophic,  99 

| obliterative,  241 

Scrofula,  470,  471 

of  inherited  syphilis,  469 

Secondary  sore  throats,  213 
stage,  96 

, affections  of  eye  in, 

107 

periostitis,  119 

and  rheumatoid  pains, 

115 

in  two  brothers,  121 

Sensation,  burning,  on  ears,  258 
Serpiginous  rupia,  195 
Serum  diagnosis  of  syphilis,  550 
Sex  function,  loss  of,  168,  288, 
563 

, greater  liability  of  female, 

403 

, influence  of,  221 

, , in  inherited  syphilis, 

403 

Sexual  development,  arrest  of,  418 
Shakespeare,  5 
Sharkey,  Dr.,  246,  329 
j Sharman,  Dr.,  324,  500 
Shattock,  Mr.,  239 
Shilling  scars,  106 
Shuttleworth,  Dr.,  487 
Sibley,  Mr.,  472 
I Sicard,  J.  A.,  521 
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Simulation  of  malignant  growths, 
301 

— — , syphilitic,  344, 

349 

Sisley,  Dr.  Richard,  339 
Sisters,  inherited  syphilis  in  two, 
440 

Skull,  form  of,  430 

, necrosis  of,  see  Plate  23, 

facing  p.  378 
Smoker’s  tongue,  110 
Smoking,  349 
Snell,  Mr.,  473 
Soamin,  520  (note),  563 
Soft  or  non-infecting  sores,  14, 
51,  66,  551 

sore,  no  known  type  of,  67 

Sore  throats,  secondary,  213 
Sores,  venereal,  non-indurated,  63 
Specifics,  action  of,  513 

as  aids  to  diagnosis,  363 

in  tertiary  affections,  357 

Sperm  transmission,  411 
Spinal  paralysis,  279,  289 
Spirillum  of  syphilis,  10  (note), 
62  (note),  360,  543,  548.  570 
Spirochceta  pallida,  see  Spirillum 
Spleen,  340 

, gummatous  lesions  of,  339 

in  hereditary  syphilis,  327 

and  suprarenals,  329,  338 

Spontaneous  resolution,  19 
Stage,  constitutional,  general  phe- 
nomena of,  99 

, intermediate,  353 

Stages,  confusion  of,  355 

, distinctions  of,  353,  512 

, early,  11 

Statistics  of  infantile  syphilis,  395 
Stein,  Dr.  Alexander  W.,  290 
Stenosis  of  the  larynx,  217 
Stigmata,  absence  of,  223 

of  inherited  syphilis,  408, 

556 

, physiognomical, 

429 

Still,  Dr.,  328 

Stomatitis  from  a mercurial  in- 
jection, 518 


Stomatitis,  recurrent,  214 
Suppuration  an  exceptional  symp- 
tom, 569 

in  joints,  383 

Suprarenals,  disease  of,  329,  338 
Surgeons’  fingers,  chancres  on,  59 
Sutherland,  Dr.,  381 
Sydenham,  4 

Symmetrical  erythematous  erup- 
tions, 128 
Symmetry,  102 

Symptoms,  absence  of,  in  infancy, 

401 

, , at  the  time  of  birth, 

402 

in  infancy,  385 

, in  inherited  syphilis, 

401 

, persisting,  235 

, recurring,  171 

at  time  of  birth,  399 

Synovitis,  381 

of  the  knees,  418 

Syphilis,  acquired,  321 

, antidote  to,  96 

and  cancer,  361 

, congenital,  the  testis  in,  211 

, curability  of,  565 

, deafness  in  congenital,  203 

developing  in  successive  out- 
breaks, 163 

, different  forms  of,  543 

, diseases  of  nails  in,  225, 

228 

, of  spleen,  kidneys,  etc., 

in,  327 

and  exanthemata,  68 

and  gout,  383 

, hereditary  evolution  of,  384 

and  herpes,  145 

j imitation  of  other  maladies, 

341 

, infantile,  prognosis  in,  392 

, , treatment  of,  391 

, inherited,  diagnosis  of,  457 

, , eye  in,  462 

, , and  nervous  disorders, 

480 

, , and  osteitis,  379 
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Syphilis,  inherited,  periostitis  of, 
379 

, , in  connection  with 

phagedaenic  ulceration,  94 

, , scrofula  of,  469 

, , synovitis  in,  381 

-,  localised,  169 

lupoid,  197,  205 

maligna,  134,  136,  355 

, prognosis  in,  139 

, marriage  after,  553 

occulta,  497 

as  a cause  of  overgrowth, 

98 

, paraplegia  in,  281 

, parasite  of,  543 

persisting,  163 

and  phagediena,  87 

, rarity  of,  in  relation  to  the 

frccpiency  of  exposure,  27 

contracted  during  pregnancy, 

results  of,  156 

and  rickets,  475 

and  scrofula,  471 

, second  attacks  of,  70,  71, 

76 

, , with  peculiarities, 

71 

, secondary  infections  of,  68, 

79 

, , with  rheumatoid  pains, 

115 

, , unusual,  in  two  bro- 
thers, 121 

, serum  diagnosis  of,  550 

, simulations  of,  349 

, of  malignant  growths, 

361 

, spinal  paralysis  in,  279 

, third-generation,  497 

and  tubercle,  183 

, unilateral,  169 

and  vaccination,  39 

Syphilisation,  75 

“ Syphilitic  Affections  of  the  Eye 
and  Ear,”  505 

herpes  on  tongue,  558 

lupus,  196 

erythematosus, -197,  199 


Syphilitic  pemphigus,  345 

pharyngitis,  213 

roseola,  97 

sarcocele,  207,  365 

simulations  of  lupus  erythe- 
matosus, 197,  199 
varioloid,  341,  344 


Tabes,  304,  306,  308,  315 

, arrested,  313 

— — , chronic,  295 

in  children,  569 

Taffe,  M.,  290 

Taint,  recognition  of  inherited, 
406 

Taranowski,  M.,  497 
Targett,  Mr.,  185 
Tay,  Mr.  Waren,  51,  201,  380, 
466 

Taylor,  Dr.,  of  New  York,  49,  389, 
453,  481,  503 
Teeth,  431,  568 

in  inherited  syphilis,  456, 

568 

, malformations  of,  349,  407 

, milk,  432 

, mercurial,  432,  455 ; see  also 

Plates  29,  32 

-,  syphilitic,  418 

Telegony  defined,  444 

possible,  445 

Temperature,  high,  112 
Tertiary  affections,  specifics  in, 
357 

disease,  prognosis  of,  358 

lesions,  nature  of,  357,  560 

symptoms,  352 

Testes,  gummata  in,  210 

, sarcoma  of,  362 

Testis,  206,  209,  241,  321,  331, 
338-40 

, cancer  of,  365 

, chronic  enlargement  of, 

206 

i in  congenital  syphilis,  211 

Third-generation  syphilis,  497, 
556 

| Thorne,  Dr.,  94 
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Thornton,  Mr.  Pugin,  334 
Throat,  343 

, herpetic  affections  of,  217 

, phagedaena  of,  91,  95, 

217 

• , recurring  herpes  in,  149 

Thrombosis,  237 

Thumb,  chancre  on,  twice,  74 

Thyroid  gland,  329 

Tinea  versicolor,  123 

Tomes,  Mr.,  430 

Tongue,  212 

, eruption  on,  219 

, gumma  in,  418 

and  herpes,  149,  558 

, “lumpy,”  221 

, papillary  growths  on,  220 

, papillomata  on  surface  of, 

214 

, paralysis  of,  259 

, primary  chancres  on,  219 

, “ringworm,”  220,  418 

, sclerosis  of,  220 

in  smokers,  110,  216 

, tumour -gumma  in,  221,  326 

, “ white-paint,”  221 

Tonsils,  ulcers  on,  109,  212 
Tooth  sacs,  inflammation  of,  229 
Trachea,  234 

Tracheotomy,  anticipatory,  216 
Transmission,  different  modes  of, 
413 

from  father,  411 

— — germ,  411 

, laws  of,  437 

, maternal,  440,  443 

, sperm,  411 

, uncertainties  in,  441 

Treatment,  abortive,  565 

, general  principles  of,  506 

, local,  533 

of  infantile  syphilis,  391 

, objection  to  certain  methods 

of,  514 

, recapitulation  of,  527 

see  also  Mercury,  Arsenic, 

Iodide  of  potassium,  etc. 
Tropical  framboesia,  8 
Tubercle  or  syphilis,  183,  185 


Tumour -gumma  of  liver,  323 

in  tongue,  326 

-like  gummata,  218,  221 

Turner,  Daniel,  4 
— — , Dr.  Charlwood,  329,  486 
Twin  children,  400,  417,  418 


Ulcer,  condylomatous,  239 

, punched-out,  66 

, rodent,  344 

on  the  small  intestine, 

331 

on  the  tonsils,  109 

Ulceration,  lupoid,  234 

j phagedasnic,  65,  94 

j Ulcus  molle,  67 
j Urethral  chancres,  33 
Urticaria  pigmentosa,  129 


Vaccination  chancre,  42 

Commission,  43,  395 

syphilis,  25,  39,  400 

Vaccinia  simulating  syphilis,  44 

Vaccinifer,  400 

Valves  of  the  heart,  239 

, syphilitic  disease  of, 

239 

Variola,  syphilitic,  345 

-like  eruption,  112,  120 

Varioloid,  syphilitic,  341,  344 
Vegetations,  238 

of  the  valves  of  the  heart, 

239 

Vena  cava,  obstruction  of,  ‘248 
Venereal  disease,  syphilis  not  essen- 
tially a,  9 

sores,  non-indurated,  63 

Verruca  mollis,  99 
Vest  rashes,  124 
Virus,  the  term,  570 
Viscera,  113 

, gummata  of,  339 

Visceral  disease,  321 


Wager,  289 
Wagner,  Dr.,  389 
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Walker,  Mr.  Bernard,  285 
Warts,  109 

Wassermann’s  reaction,  550 
Weber,  Sir  Herman,  400 
Wet-nurses,  161 
“White-paint”  tongue,  221 
Wilks,  Sir  Samuel,  211,  320,  321, 
323,  371 


WTilson,  Sir  Erasmus,  470 
Wordsworth,  Mr.,  271 

Yaws,  4,  8,  35,  544;  see  also 
Plates  35,  36 
Yeo,  Dr.  Burney,  112 

Zambaco,  M.,  346 
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